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ABSTRACT 
Parent training is one of the most commonly used treatments for children with 
Attention deficit-Hyperactivity Disorder; however, there are few studies that empirically 
examine the effectiveness of Barkley's widely used parent training program. Thirty-one 
families with ADHD children in preschool through fifth grade were randomly assigned to a 
seven week immediate parent training program or to one of two delayed treatment groups. 
The sessions were co-facilitated by two individuals using Barkley's Defiant Children -
Clinician's Manual for Parent Training. Treatment outcome was evaluated through 
observation, parent ratings, and teacher ratings numerous times before and after 
treatment in a multiple baseline design. The major findings were: a) Parent training 
resulted in significant changes in parents' behavior (including use of approving statements 
and reduced need to repeat commands to obtain compliance): b) Parent training resulted 
in changes in children's behavior in the home setting (including increased compliance, 
decreased hyperactive behavior and decreased problematic behavior in general); 
c) Parent training resulted in changes in parents' and children's behavior that were 
maintained over time; and d) Parent training did not result in significant changes in the 
children's behavior in the school setting. Recommendations are provided for adding an 
additional session to Barkley's program, and for working with teachers to better meet 
children's needs in the school setting. 
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CHAPTER 1. INTRODUCTION 
Parent Training for Attention-Deficit Hyperactivity Disorder 
Attention-deficit Hyperactivity Disorder (ADHD) is the most prevalent psychiatric 
disorder of childhood, consisting of developmentally inappropriate levels of inattention, 
impulsivity and overactivity (American Psychiatric Association,1987; Barkley, 1990). 
A conservative estimate of three to five percent of school age children have ADHD 
(Barkley, 1993a). The disorder frequently coexists with learning disabilities, social 
skill deficits, academic underachievement. Conduct Disorder, and Oppositional Defiant 
Disorder (American Psychiatric Association, 1987; Barkley, 1989). 
Children with ADHD are at a greater risk for educational problems. Approximately 20 
to 30 percent of children with ADHD also have a learning disability (Barkley, 1993). 
Over 50 percent have significant social interaction problems with peers, particularly 
anger control problems and low frustration tolerance (Barkley, 1993). An estimated 
"30 to 50 percent are likely to be retained in grade at least once, over 20 percent will be 
suspended or expelled from school, and upwards of 35 percent may fail to complete high 
school" (Barkley, 1993a, p. 13). Due to the array of symptoms and disorders associated 
with ADHD, a multimodal comprehensive approach to treatment is recommended 
(Ambramowitz & O'Leary, 1991; Anastopoulos, DuPaul, & Russel, 1991; Barkley 1990), 
including parent education and training, pharmacotherapy when appropriate, classroom 
interventions, social skills training, and individual counseling. 
The most frequently used and effective treatments for children with ADHD are 
stimulant medication and parent training in behavior management (Anastopoulos, DuPaul 
& Barkley, 1991). While a substantial amount of literature has been devoted to the 
effectiveness and outcome of psychopharmacological treatment (Swanson, et al., 1993), 
few studies have evaluated parent training programs intended specifically for parents of 
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children with ADHD. Surprisingly, few studies have empirically examined the efficacy of 
the specific combination and sequence of skills used in Barkley's ADHD parent training 
program (Anastopoulos et al., 1991). Furthermore, to this authors knowledge, there are 
no published studies in which Barkley's parent training program has been evaluated with 
parents trained solely in a large group format. 
Developmental course of ADHD 
ADHD most frequently arises in early childhood, usually before 7 years of age and is 
relatively stable across developmental stages (Barkley, 1993a). Approximately seventy 
to eighty percent of children with ADHD will likely display symptoms into adolescence 
(Barkley, 1990). Recent longitudinal research has verified that ADHD symptoms are 
chronic, existing well beyond the adolescent years (Barkley, Fischer, Edelbrock, & 
Smallish, 1990). 
Barkley et al. (1990) and Fischer, Barkley, Edelbrock and Smallish (1990) 
conducted an eight year longitudinal study of an initial sample of 158 hyperactive children 
and 81 control children ages 4 to 12 (at initial identification). They concluded that ADHD 
persists in adolescence and comorbidity is a consistent and serious feature of the disorder. 
Specifically, fifty-nine percent of the adolescents with ADHD met the criteria for 
Oppositional Defiant Disorder (ODD) using the DSM lll-R criteria compared to 11% of the 
control group. Furthermore, 44% of the ADHD group qualified for a diagnosis of Conduct 
Disorder (CD) compared to 1.6 % of the control group. In addition to the large number of 
ADHD children with ODD and CD, three times as many adolescents with ADHD failed a grade 
(29%) compared to controls. Moreover, adolescents with ADHD had significantly more 
suspensions and expulsions. Adolescents with an additional diagnosis of CD substantially 
increased the risk of suspension (67%). This longitudinal study clearly indicates that 
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ADHD is a chronic problem that puts children at risk throughout the duration of their 
schooling. 
Multimodal treatment approach 
A number of treatments including psychopharmacology, cognitive behavioral training, 
behavior therapy techniques used in the classroom, and parent training in behavior 
management skills, have resulted in decreased symptomatology. Stimulant medication and 
parent training programs have been deemed most effective, in that both treatments strive 
to create a better match between the child and the demands placed on him or her in the 
social environment, particularly at home and school (Anastopoulos et al., 1991, Barkley, 
1987). "With regard to parent training, the goal of a 'best fit' is achieved through 
restructuring the types of demands the parents make on their child with ADHD so as to be 
less taxing of the children's behavioral handicaps, and through rearranging environmental 
contingencies known to affect children's motivation to increase work performance, rule-
governed behavior, and compliance" (Anastopoulos et al., 1991, p. 210). 
Psychostimulant medication 
Although psychostimulant medication is the treatment used most frequently (DuPaul, 
Barkley & McMurray, 1991), it is estimated that 20 to 30 percent of children with ADHD 
treated with stimulant mediation demonstrate no noticeable changes or have symptoms 
which worsen (Barkley, 1977a, DuPaul et al., 1991). In those 60 to 70 percent of cases 
that benefit from medication, greater changes in behavior are seen when pharmacological 
intervention is combined with other approaches (DuPaul et al., 1991). Methylphenidate 
(Ritalin) is prescribed in over 90% of ADHD children receiving medications (Safer & 
Krager, 1988); however, one third of the children treated with methylphenidate exhibit a 
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"behavioral rebound" phenomenon, that is, a deterioration of conduct in the late afternoon 
or evening after daytime medications have been consumed (DuPaul et al., 1991; Johnston, 
Pelham, Hoza & Sturges, 1987). Regardless of the effectiveness, medication does not teach 
children ways to compensate for their disorder, and no single treatment is sufficient for 
achieving persistent reductions in symptomatology (DuPaul et al., 1991). "No treatment 
has yet proven to cure this condition -- all provide purely symptomatic relief. Moreover, 
no treatment has produced any enduring effects with these children once the treatment is 
withdrawn (Barkley, 1989). As a result, many professionals are now moving to the view 
that ADHD is a developmental disability, requiring long-term symptomatic treatment" 
(Anastopoulos et al., 1991, p. 210). 
Review of parent training 
Dembo, Sweitzer, and Lauritzen (1985) reviewed three dominant approaches to 
parent training: a) humanistic (Parent Effectiveness Training [PET]); b) Adierian mother 
study groups: and c) behavioral approaches. Compared to the humanistic or Adierian 
research, Dembo et al. (1985) concluded that behavioral studies have: a) more outcome 
variables: b) fewer methodological flaws: and c) more behavior changes on the part of the 
parent and child. 
Newby, Fischer, & Roman (1991) compared three behavioral parent training 
programs developed by a) Barkley (1981; 1987); b) Patterson and colleagues (Forgatch 
& Patterson, 1989: Patterson, 1976, 1982; Patterson & Forgatch, 1987: Patterson & 
Reid, 1973; Patterson, Reid, Jones, & Conger, 1975); and c) Forehand and colleagues 
(Forehand & McMahon, 1981). Although there are many similarities among these 
programs, Barkley's training was designed to be presented on an individual basis ^ in a 
group setting, whereas Patterson and Forehand's training programs were developed for 
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working with parents on an individual basis. In addition, Barkley's program was designed 
specifically for children with ADHD. 
Review of studies examining Barkley's program 
Only two studies have evaluated the effectiveness of Barkley's (1987) ADHD Parent 
Training Program. Pollard, Ward and Barkley (1983) evaluated eight individual parent 
training sessions with three boys with ADHD ages six to seven years. A multiple baseline 
single subject design across subjects was used to assess the effects of parent training 
alone, medication, or the combination. They concluded, "parent training alone, or Ritalin 
alone, are both sufficient to produce noticeable, clinically significant improvements in the 
behavior of hyperactive children. [However, they found] ... no support for the 
combination of treatments as being any more effective than either treatment alone" 
(Pollard, Ward and Barkley,1983, p. 64). A significant limitation of their study was that 
two of the three children had extremely high levels of compliance (over 80%) prior to the 
treatment: thus, an evaluation of the effects of parent training on noncompliance was not 
accomplished due to a ceiling effect. 
Pisterman et al. (1989) evaluated the outcome of parent training with parents of 
preschool children with Attention Deficit Disorder with Hyperactivity (ADDH), using a 
training program adapted from Barkley (1981) and Forehand and McMahon (1981). 
Forty-six families were trained for 12 weeks with 10 group sessions and two individual 
sessions. Positive results were found on compliance measures, parental management 
skills and parental interaction style. Pisterman et al. (1989) cautioned, ". . . reliance 
solely on in-clinic evaluations to evaluate outcome and the failure to find generalization to 
non-targeted child behaviors underscore the need for further development and evaluation 
of early intervention programs for ADDH preschoolers" (p. 633). 
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Both the Pollard, Ward and Barkley (1983), and Pisterman et al. (1989) studies 
were supportive of Barkley's program; however, a) external validity is limited due to the 
small number of subjects and age range; b) generalization across settings was not 
examined: and c) training solely in a group format was not evaluated. 
Purpose of the Study 
A surprisingly limited number of studies have examined the efficacy of Barkley's 
(1981, 1987) ADHD parent training program, despite its widespread use (Anastopoulos 
et al., 1991). The purpose of this study was to evaluate the effects of a group parent 
training program (with no individual sessions) designed to improve preschool and 
elementary school children's compliance and other problematic behaviors. Child 
behaviors were examined across settings (home and school) using numerous methods to 
determine the outcome and generalization of the training. The overall expectation was that 
child behavior would change as a function of improved parent nnanagement skills. 
The four main purposes of this research were to determine if group parent training: 
a) affects parent's behavioral management and interaction style with their children; 
b) results in changes children's behavior in the home setting; c) leads to changes in 
children's behavior in the school setting; and d) results in changes that are maintained 
over time. 
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CHAPTER 2. REVIEW OF RELATED LITERATURE 
Attention-Deficit Hyperactivity Disorder 
Attention-deficit Hyperactivity Disorder (ADHD) is the most prevalent psychiatric 
disorder of childhood, consisting of developmental inappropriateness in behaviors such as 
sustained attention, impulse control, and hyperactivity (American Psychiatric 
Association, 1987). The disorder often coexists with other deficits such as learning 
disabilities, social skill deficits, academic underachievement. Conduct Disorder (CD), and 
Oppositional Defiant Disorder (ODD) (American Psychiatric Association, 1987; Barkley, 
1989). Due to the array of symptoms and disorders associated with ADHD, a multimodal 
comprehensive approach to treatment is recommended (Ambramowitz & O'Learly, 1991; 
Anastopoulos, DuPaul, & Russel, 1991; Barkley 1990), including parent education and 
training, pharmocotherapy when appropriate, classroom interventions, social skills 
training, and individual counseling. 
The most frequently used treatments for children with Attention Deficit-Hyperactivity 
Disorder are stimulant medication and parent training in behavior management 
(Anastopoulos et al., 1991). While a substantial amount of literature has been devoted to 
the effectiveness and outcome of psychopharmocological treatment, few studies have 
examined the effects of parent training programs intended specifically for parents of 
children with ADHD. Professional opinion and some data substantiate the inclusion of the 
specific techniques and underlying theory incorporated in Berkley's widely used ADHD 
parent training program. Surprisingly, few studies have empirically examined the 
efficacy of the specific combination and sequence of skills used in this ADHD parent 
training program (Anastopoulos et al., 1991). 
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Limitations of researcii due to changing criteria 
It is difficult to directly compare ADHD current studies with previous findings in that 
heterogeneous groups have been identified as a result of the changing diagnostic criteria as 
well as the nature of the disorder. Early literature on Attention Deficit Disorder (ADD), 
as characterized in the DSM III (American Psychiatric Association, 1980), or on 
Hyperkinetic Disorder, as defined in the DSM II (American Psychiatric Association, 
1968) does not necessarily reflect the findings of more recent studies on ADHD. 
Defining criteria for ADHD 
The essential characteristics of Attention-deficit Hyperactivity Disorder (ADHD) 
include developmentally inappropriate levels of inattention, impulsivity, and overactivity 
which arise in early childhood and are not the result of mental retardation, serious brain 
damage, significant sensory impairment, autism, or childhood psychosis (American 
Psychiatric Association, 1987). In addition to severity qualifications, the behaviors must 
also be manifested in most situations. Symptoms are typically worse in situations 
demanding sustained attention such as classrooms. When frequent reinforcement is given 
for appropriate behavior or a very structured setting is established with strict limits, 
symptoms often decline (American Psychiatric Association, 1987). In approximately 
50% of the cases, onset of ADHD is before age 4, yet it is not often recognized until the 
child enters school. The disorder may occur in as many as 3% of children and occurs six to 
nine times more often in males than females in clinic referred populations (American 
Psychiatric Association, 1987). Associated features include low self-esteem, low 
frustration tolerance, mood lability, temper outbursts and frequent academic 
underachievement. "The disorder appears to have a strong hereditary basis but may also 
arise from non-genetic biological causes, such as significant pregnancy and birth 
g 
complications, head trauma, or disease which injures the prefrontal regions of the brain 
(Barkiey, 1990)" (Barkley, 1993, p. 12). 
Characteristics at the preschooi ievei At the preschool level, inattention and 
impulsivity have been best described metaphorically as always "appearing on the go with 
one's motor running" (American Psychiatric Association, 1987). The most salient signs 
are gross motor overactivity such as excessive running or climbing with frequent shifts 
from one activity to another. During the preschool years, children with ADHD demonstrate 
excessive activity, inattention, and emotional difficulties (such as aggressiveness, 
fearfulness or social withdrawal), and problems with social interaction (Barkley, 1990). 
As the child gets older, the most prominent signs appear to be fidgeting and restlessness 
rather than gross motor overactivity (American Psychiatric Association, 1987). 
Inattention At home, inattention is demonstrated by failing to follow through and 
comply with requests or instructions, and frequently going from one uncompleted activity 
to another. In the classroom, inattention is demonstrated by difficulty a) completing 
tasks, b) doing work correctly or c) organizing time and/or materials (American 
Psychiatric Association, 1987). 
Impulsivity Impulsivity is demonstrated in the home setting by interrupting and 
intruding on others (family members) and accident prone behavior. In the classroom, 
impulsivity is manifested by blurting out answers to questions, failing to wait one's turn, 
not listening to or reading directions fully before beginning assignments, and interrupting 
the teacher or other children. Work often appears messy, and is performed in a careless 
and impulsive manner (American Psychiatric Association, 1987). 
Hyperactivity At home, hyperactivity is demonstrated by excessive talking and 
an inability to remain quiet or to regulate one's activity to conform to rules. At school, 
hyperactivity is evidenced by fidgeting, wiggling, difficulty remaining seated. 
( 
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manipulating objects, and running around the classroom (American Psychiatric 
Association, 1987). 
Theories of Attention-deficit Hyperactivity Disorder 
Barkley and others hypothesize that ADHD might be a biological deficiency in 
sensitivity to environmental reinforcement, punishment, and motivation (Anastopoulos et 
al., 1991; Barkley, 1990). Thus, children with ADHD are not as sensitive to normal 
types of reinforcers that encourage children to work; they do not inhibit their behavior or 
maintain attention to tasks (Anastopoulos et al., 1991; Barkley, 1990; Haenlein & Caul, 
1987). Barkley originally theorized that deficits in rule-governed behavior explain the 
majority of deficits; however, he now includes the additional impairment of a diminished 
response to behavioral consequences on the part of the ADHD child. Similarly, other 
researchers (Beninger, 1989; Haenlein & Caul, 1987; Quay, 1988; Sagvoiden, Wultz, 
Moser, Moser, & Morkrid, 1989; Sergeant, 1988) assert that inattention is not the 
primary deficit; rather, ADHD emerges from the child's insensitivity to behavioral 
consequences such as reinforcement and punishment, an idea that was developed by 
Patterson (1982) and colleagues several decades ago in their work with conduct 
disordered children (Barkley, 1990). "Whether ADHD will come to be labeled as a 
motivational deficit is uncertain, but there is little doubt that these new theories, based on 
the construct of motivation and a more functional analysis of behavior, are radically 
altering the way in which we conceptualize this disorder" (Barkley, 1990, p. 27). 
Bari<ley's reconceptualization of ADHD 
Barkley (1990) states, "Evidence suggests that this deficit in behavioral regulation 
may stem from one or more of the following impairments: (1) diminished sensitivity to 
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behavioral consequences, (2) diminished control of behavior by partial schedules of 
consequences, and (3) poor rule-governed behavior" (p. 71). Barkley (1990) has 
reconceptualized ADHD and defines it as follows, "ADHD consists of developmental 
deficiencies in the regulation and maintenance of behavior by rules and consequences. 
These deficiencies give rise to problems with inhibiting, initiating, or sustaining 
responses to tasks, stimuli, and adhering to rules or instructions, particularly in 
situations where consequences for such behavior are delayed, weak, or nonexistent. The 
deficiencies are evident in early childhood and are probably chronic in nature. Although 
they may improve with neurological maturation, the deficits persist in comparison to 
same-age normal children, whose performance in these areas also improves with 
development" (p. 71). 
Related disorders 
Oppositional Defiant Disorder (ODD) Some or all of the symptoms of 
Oppositional Defiant Disorder (ODD) or Conduct Disorder (CD) are often present in 
children with ADHD referred to a clinic setting (American Psychiatric Association, 
1987). Oppositional Defiant Disorder typically begins by eight years of age and is most 
apparent within the home. It is characterized by a negativistic, defiant behavior without 
the more serious violation of others' rights seen in Conduct Disorder. Children with ODD 
are often argumentative with adults, frequently lose their temper, defy or refuse adult 
requests or rules, swear, are often angry, resentful, touchy and easily annoyed, and 
purposefully do things to annoy others. 
Conduct Disorder (CD) Conduct Disorder, more serious than ODD, is another 
syndrome which often coexists with ADHD. The most prominent features are a pattern of: 
a) conduct which violates others' rights and societal age-appropriate norms; and 
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b) disordered behaviors across settings, i.e., home, school, social situations and 
community-wide activities. Physical aggression is common; children or adolescents may 
initiate aggression, be physically cruel to people or animals, deliberately destroy other's 
property (fire setting), covertly steal (shoplifting, forgery, breaking into someone's 
house or car) or steal while confronting a victim (purse snatching, armed robbery). At 
older ages, physical aggression may be in the form of assault or rape (American 
Psychiatric Association, 1987). 
Learning Disabilities (LD) The prevalence of learning disabilities in the 
Attention Deficit Disorder population is substantial (Keogh, 1971; Shaywitz & Shaywitz, 
1988; Wender, 1973). Silver (1981) examined the relationship between hyperactivity, 
distractibility, behavioral problems and learning disabilities in populations selected as 
either hyperactive or learning disabled (LD). Of those identified as LD by the school 
system, 26% were hyperactive, 41% were distractible and 24% were both hyperactive 
and distractible. However, almost all of the children identified as hyperactive -- 92 
percent -- were also recognized as learning disabled (1975 Federal guidelines). Other 
estimates of hyperactivity ~ using narrower criteria — in the LD population range from 
11 percent (Shaywitz, 1986 as cited in Shaywitz, 1988) to 41 percent (Holborrow & 
Berry, 1986) to 80 percent (Safer & Allen, 1976). Barkley (1990, 1993) reports 
that 20 to 30 percent of children with ADHD are apt to have a learning disability which 
places them at an even greater education risk. 
Developmental course of ADHD 
Onset and chroniclty Longitudinal research has verified that ADHD symptoms 
constitute a chronic problem that exist well beyond the adolescent years (Barkley, 
Fischer, Edelbrock, & Smallish, 1990). The typical onset begins at an early age, varying 
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from infancy to age 7, with a mean age of three to four years (Barkley, Fischer, Edelbrock 
& Smallish, in 1990; Barkley, Fischer, Newby, & Breen, 1988). 
Risk factors An important early risk factor for ADHD, as well as aggression and 
conduct problems, is a difficult child defined by persistent personality characteristics 
such as overactivity, inattention, high intensity, negative mood, and low levels of 
adaptability (Barkley, 1990). This risk factor can be moderated or exacerbated by the 
environment. A combination of child and parental characteristics most appropriate for 
identifying a child at risk for development and persistence of ADHD include: a) a family 
history of ADHD; b) poor health during pregnancy (including maternal smoking and 
alcohol consumption); c) single parenthood and low maternal educational level; and 
d) early level of high activity in the infant as well as infant demandingness (Barkley, 
1990). Studies reveal significant levels of inattention and overactivity among three and 
four year olds do not necessarily predict a later diagnosis of ADHD in 50 to 90 percent of 
the children (Palfrey, Levine, Walker & Sullivan,1985; Campbell, 1990). 
School age children During the elementary school age years, children with 
ADHD are likely to be rejected or barely tolerated in group and social activities such as 
clubs and sports. Relationships with siblings may also be impaired as siblings grow tired 
of their ADHD brother or sister's disruptive behavior. Due to poor social skills, over half 
of the children with ADHD will face peer social rejection. According to Barkley (1990), 
20% to 25% of children with ADHD will have a reading disorder, a figure which may be an 
underestimate because children not referred to clinics are excluded from the estimate. By 
late childhood, children with ADHD may develop low self-esteem regarding school and 
social abilities. Between the ages of 7 to 10 years, 30% to 50% will likely develop 
symptoms of CD and antisocial behavior (frequently by lying, resisting authority, and 
becoming involved in petty thievery). Over one third of children with ADHD 
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(approximately 30% to 45%) will receive special education assistance by the end of sixth 
grade for their academic problems (Barkiey, 1990). 
Adolescence -- results of longitudinal research Seventy to eighty percent 
of children with ADHD will probably display symptoms into adolescence (Barkiey, 1990). 
Barkiey, et al. (1990) and Fischer, et al. (1990) recently conducted an eight year 
longitudinal study of an initial sample of 158 hyperactive children and 81 normal 
children (ages 4 to 12 at the initial assessment). Based on a return rate of 123 
hyperactive children (78%) and 66 normal children (81%), numerous significant 
findings were reported. The overwhelming majority of individuals (72%) met the DSM-
lll-R criteria for ADHD. The mean age of onset was 3.7 years. Fifty-nine percent of the 
adolescents with ADHD met the criteria for ODD using the DSM lil-R criteria compared to 
11% of the control group, while 44% of the ADHD group qualified for a diagnosis of 
Conduct Disorder compared to 1.6 % of the control group. Three times as many adolescents 
with ADHD had failed a grade (29%) compared to controls. Adolescents with ADHD had 
significantly more grade retentions, suspensions and expulsions. Furthermore, ADHD 
adolescents with an additional diagnosis of CD were substantially more likely to be 
suspended (67%) or drop out of school. 
While hyperactivity declines in adolescence, impulsivity, distractibility, 
disorganization and social difficulties persist and may even worsen with age (Aman, 1984; 
Weiss, 1983). 
Increased demands on parents In addition to coping with behavioral problems 
at home, parents of children with ADHD are faced with helping their child adjust to 
academic and social demands (such as the ability to sit still, listen, attend, cooperate, 
interact well with others, and inhibit impulsive behaviors) as well as aiding their child 
with homework (a demand placed on parents that is often overlooked). Unfortunately, 
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many parents also hear complaints from teachers who believe the child's problems are due 
to home difficulties or poor child rearing priorities (Barkley, 1990). 
Summary Children with ADHD are especially vulnerable to developing symptoms 
or exhibiting manifestations of ODD and CD. They are extremely at risk in a school setting 
in that ADHD makes it difficult for them to sustain attention, complete tasks, and conform 
to rule governed behavior. In addition, a substantial number of children with ADHD also 
have a learning disability that compounds their problems. Parents are often frustrated 
because their child does not comply with requests or follow instructions and the child often 
interrupts and shifts from one activity to another. Furthermore, parents are, in many 
cases, bombarded by school personnel who are perplexed, frustrated and angry because the 
student is wasting time, disrupting the class, and not working to his or her ability level. 
Multimodal Treatment Appioach 
Numerous treatments such as psychopharmocology, cognitive behavioral training, 
behavior therapy techniques used in the classroom, and parent training in behavior 
management skills have reportedly resulted in decreased symptomatology (Anastopoulos et 
al., 1991; Barkley, 1987). Stimulant medication and parent training programs have 
been deemed most effective, in that both treatments strive to create a better match between 
the child and the demands placed on him or her in the social environment, particularly at 
home and school (Anastopoulos et al., 1991; Barkley, 1987). 
Nonpharmacological educational related Interventions 
Fiore, Becker and Nero (1993) reviewed research based educationally related 
nonpharmacological interventions for students with Attention Deficit Disorder (ADD). 
They concluded, "The literature on educationally related interventions is exploratory, not 
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prescriptive; and findings are inconsistent. Investigators have tested relatively few 
interventions that speak to the day-to-day issues teachers face or to the larger issues 
related to developing comprehensive educational programs for their students" (p. 163). 
"Overall. . . the empirical evidence in favor of nonpharmacological interventions to 
promote the education of students with ADD is weak. Although some evidence supports 
behavioral therapy, cognitive-behavioral therapy, parent training, and task stimulation, 
the findings are invariably inconsistent" (Fiore et al., 1993, p. 170). 
Pharmacological Interventions 
Reported benefits of psychostimulant medication The most frequent 
treatment for children with ADHD is the prescription of psychostimulant medication 
(DuPaul, Barkley & McMurray, 1991). Some researchers assert that stimulant 
medication such as methylphenidate (Ritalin) a) increases children's sustained attention 
to tasks (e.g., Douglas, Barr, O'Niel & Britton, 1986; Rapport, Jones, DuPaul, Kelly, 
Gardner, Tucker, & Shea, 1987); b) inhibits impulsive behavior (Brown & Sleator, 
1979; Rapport et al., 1987); c) decreases disruptive classroom behavior (Barkley, 
1979, 1981, 1990); d) decreases noncompliance with authority figures (Barkley, 
Karlsson, Strzelecki & Murphy, 1984); e) reduces aggression (Klorman, Brumaghim, 
Salzman, Strauss, Borgsted, McBride, & Loeb, 1988); f) improves the quality of social 
interactions with parents, teachers, and peers by enhancing responsiveness (Barkley et 
al, 1984; Whalen, Henker, & Dotemoto, 1980); and g) increases appropriate behavior 
and degree of acceptance by peers (Cunningham, Siegel, & Offord, 1985; Pelham & Hoza, 
1987; Whalen et al., 1989). 
Limitations of stimulant medication Swanson et al. (1993) emphasized the 
limitations and inconsistent findings related to the use of stimulant medication. Swanson et 
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al. (1993) conducted a "review of reviews" of original work published for more than five 
decades from 1937 to 1993. They reported generalizations on issues on which a consensus 
across reviews was done for different purposes and audiences including: a) traditional 
reviews by Whalen and Henker (1976), Barkley (1977b) and Adelman and Compas 
(1977); b) critical reviews for the general public by Schrag and Divorky (1975), 
McGuiness (1989), and Kohn (1989); and c) recent reviews by Jacobitz, Stroufe, 
Stewart and Leffert (1990) and Stevenson and Wolraich (1989). 
Specifically, Swanson et al. (1993) "extracted issues on which a consensus was 
expressed across the reviews. . . [including a] basic patten of expected benefits that most 
reviews acknowledge. . . [and a summary of] "the limitations acknowledged in most 
reviews" (p. 158). When stimulant medication is used to treat children with ADD, it 
should be expected that the medication will a) temporarily manage impulsivity and 
overactivity; and b) temporarily improve some associated features including academic 
productivity, social interactions, aggression, and compliance. Swanson et al. (1993) 
summarized that the following should not be expected with the use of stimulant medication: 
a) an absence of side effects (Problems with eating and sleeping are common.); 
b) significant improvements on skills or higher order processing such as positive social 
skills or athletic game skills; c) improvements in long-term adjustment such as academic 
achievement or a reduction in antisocial behavior or arrests; d) a prediction of response 
by neurological signs, physiological measures or biochemical markers; or e) a paradoxical 
effect of medication. (The responses of children and adults, with or without ADD, to 
medication are similar.) 
Need for multimodal approach Methylphenidate is prescribed in over 90% of 
children with ADHD receiving medications (Safer & Krager, 1988). One third of the 
children treated with methylphenidate exhibit a "behavioral rebound" phenomenon, that 
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is, a deterioration of conduct in the late afternoon or evening after daytime medications 
have been consumed (DuPaul et al., 1991; Johnston, Pelham, Hoza & Surges, 1987). 
In addition, it is estimated that 20 to 30 percent of children with ADHD treated with 
stimulant mediation demonstrate no noticeable changes or have symptoms which worsen 
(Barkley, 1977a, DuPaul et al., 1991). It is vital to implement a multi-method 
approach in addition to psychopharmacotherapy due to a) side effects (such as appetite 
reduction and insomnia), b) limited research demonstrating long term efficacy, and c) 
lack of effectiveness for many children (Barkley, 1989; Satterfield, Satterfield, & Shell, 
1987). More importantly, greater changes in behavior are seen when stimulant 
medication is combined with other effective approaches (DuPaul et al., 1991). 
In summary, while Ritalin -- the most frequently used medication - has been shown 
to be relatively effective for specific target behaviors, it has limitations and should be 
used in conjunction with other interventions. Families likely will see their child when the 
effects of the medication have subsided; they may witness the child's side effects (such as 
insomnia): and one third of the families will notice a behavioral rebound featuring greater 
misconduct. All families with an ADHD child experience additional challenging potential 
behavioral problems at home. Regardless of their effectiveness, medications do not teach 
children ways to compensate for their disorder, and no single treatment is sufficient for 
achieving persistent reductions in symptomatology (DuPaul et al., 1991). A multimodal 
approach to treatment is essential: a) to reduce symptomatology: b) to provide the best 
match for the ADHD child and his/her environment; and c) to optimize the ADHD child's 
ability to be successful. 
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Parent Training Programs 
Comparison of humanistic, Adierian, and beliavloral approaciies 
The origins of parent training and education have been reviewed by a number of 
individuals (e.g., Kramer, 1985; Polster & Dangel, 1984); however, research and 
analyses of parent training have occurred only in the last twenty years (Kramer, 1990). 
Dembo, Sweitzer, and Lauritzen (1985) reviewed parent training and education literature 
in the three dominant approaches: a) humanistic (Parent Effectiveness Training [PET]); 
b) Adierian mother study groups; and c) behavioral approaches. 
The majority of research evaluating PET consists of unpublished theses and 
dissertations which focused on parental child-rearing attitudes rather than parents' or 
children's behaviors. The studies suggested little to no improvement in the behavior of the 
targeted child. Some of the Adierian mother-training groups resulted in a positive change 
in child-rearing attitudes, although little evidence exists to verify changes in the child's 
behavior (Dembo et al., 1985). The most popular training programs ~ for example, 
Svstematic Training for Effective Parenting. (Dinkmeyer & McKay, 1977), Parent 
Effectiveness Training (Gordon, 1987), and Active Parenting (Popkin, 1983) ~ lack 
empirical support to substantiate their effectiveness (Kramer, 1990). Not surprisingly, 
behavioral approaches dominate the parent training literature. Compared to the 
humanistic PET or Adierian research, Dembo et al. (1985) concluded that behavioral 
studies have: a) more outcome variables; b) fewer methodological flaws; and c) more 
behavior changes on the part of the parent and child. 
Best practices in parent training 
Kramer (1990) examined literature reviews of parent training (e.g., Dangel & 
Polster, 1984; Kramer, 1991; Moreland, Schwebel, Beck, & Wells, 1982; O'Dell, 1985; 
Sanders & James, 1983) and summarized the following best practices: a) it is important 
to establish goals and objectives for parent training to increase the likelihood of positive 
outcomes: b) consideration of the family systems factors should be taken into account (e.g., 
parental stress, marital interaction and parents' knowledge) along with such things as 
poor parental adjustment (e.g. Griest, Wells, & Forehand, 1979; Stuart, 1983) and 
socioeconomic status; c) noncompliance is considered to be the most significant problem 
facing parents and children, as indicated by parents (Forehand, 1977) as well as 
researchers (e.g., Rogers-Wiese & Kramer, 1988, Patterson, 1982); d) "parents who 
have learned or are about to learn to attend to their children, model appropriate 
behaviors, deliver corrective feedback, avoid or de-escalate arguments, and provide 
consistent consequences for behavior are able to teach more efficiently and effectively" 
(Kramer, 1990, p. 523); e) verbal instructional approaches to training are among the 
least effective, whereas modeling and interactive methods, using role-playing and 
rehearsal, enhance learning; f) successful training programs combine techniques such as 
written materials, modeling, behavioral rehearsal, and feedback; g) handouts describing 
the specific procedures and well-composed homework assignments enhance training: and 
h) explicit instructions, role-play and rehearsal with direct feedback provided by the 
therapist are needed to develop and shape parents' skills. 
Effectiveness of Individual versus group training 
Graziano and Diament (1992) examined the literature to determine the best way 
trainers can teach skills to parents so parents will learn and use them. They concluded 
that there are no significant differences in outcome when the success of group versus 
individual training are compared. "Because group training is far more cost efficient," 
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they report, "the studies suggest that group [parent behavioral training] PBT is the 
preferred method of treatment" (p. 23). 
Review of parent behavioral training (PBT) literature 
Graziano and Diament (1992) evaluated empirical parent behavioral training (PBT) 
studies from 1982 to 1990 and reported that only five of the 155 studies they examined 
used PBT with children with hyperactivity. These studies demonstrated "some, but not 
strong, evidence for PBT effectiveness" (Graziano & Diament, p. 10). Specifically, 
Graziano and Diament (1992) reported the following findings for child outcome: a) Horn, 
lalongo, Popovich, and Peradotto (1987) compared PBT with cognitive self-control 
training and concluded both procedures were equally effective at post-treatment whereas 
at a 1-month follow-up, the self control training was superior to the PBT group; 
b) Dubey , O'Leary & Kaufman (1983) compared PBT with communication training and 
also found that both groups were equally effective at post-treatment; however, the PBT 
group had a decreased drop-out rate; c) Henry (1987) used PBT and symbolic modeling to 
treat 6 children who were on psychostimulant medication and found that the addition of 
time-out increased the children's compliance ratio; d) Firestone, Crowe, Goodman and 
McGrath (1986) compared PBT with methylphenidate and concluded "that stimulant 
medication is superior in the short term to behavioral methods alone in improving 
classroom behavior, social behavior and attention deficits" (Graziano & Diament, 1992); 
and e) Pollard, Ward and Barkley (1983) studied three children and concluded parent 
training and methylphenidate were equally effective with no additional benefit when they 
were combined. Graziano and Diament (1992) summarized as follows: "These studies 
present some evidence for short-term effectiveness of PBT for hyperactive children. 
However, PBT does not appear to be more effective than other psychological treatments 
(communication and self control training) and may be less effective than medication. Thus 
the relative effectiveness of PBT in treating hyperactivity has yet to be clearly 
demonstrated" (p. 11). 
In addition to reported changes in the child, Graziano and Diament (1992) concluded 
that "evidence for parents' behavior change in the treatment of hyperactivity is extremely 
weak" (p. 17). Only the Pollard et al. (1983) single subject design study "found that PBT 
changes parents' behavior toward their children .... [PBT] significantly increased the 
amount of positive attention given to the child. . . . [0]ther researchers did not find 
significant changes in parental attitudes (Horn et al., 1987) or behaviors (Dubey et al., 
1983)" (Graziano & Diament, 1992, p. 17). 
Comparisons of behavioral approachies 
Newby, Fischer, & Roman (1991) compared three behavioral parent training 
programs developed by Berkley (1981; 1987), Patterson and colleagues (Forgatch & 
Patterson, 1989; Patterson, 1976, 1982; Patterson & Forgatch, 1987; Patterson & 
Reid, 1973; Patterson, Reid, Jones, & Conger, 1975) and Forehand and colleagues 
(Forehand & McMahon, 1981). Newby et al. assert, "These particular programs were 
selected because they exemplified the most direct applications of behavioral methods, are 
well-known, and are commonly used in clinical practice" (1991, p. 254). Characteristic 
features of the program models include: a) a similar child population varying in age from 
about 2 or 3 to age 12; b) similar number of training sessions varying from 5 to 10; 
c) an emphasis on social reinforcement feedback for all programs (presented informally 
in Patterson's), with an additional formal token economy system in Berkley's and 
Patterson's program, and a focus on attending skills in Barkley and Forehand's program; 
and d) an elaboration of time-out procedures for punishment (with Berkley's program 
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also emphasizing removal of points in the token system). Barkley's training format can be 
presented on an individual basis to families or in a group setting, whereas Patterson and 
Forehand's training programs were developed for working with parents on an individual 
basis or with the parent-child dyad consecutively. 
Benefits of parent training 
While few studies have examined its effects in ADHD cases, a substantial amount of 
research has shown that parent training emphasizing behavioral techniques is effective for 
changing children's noncompliant behavior (e.g., Baum & Forehand, 1981; Breiner & 
Forehand, 1981; Forehand & King, 1974, 1977; Forehand & McMahon, 1981; Forehand 
& Scarboro, 1975; Graziano, 1977; Hobbs & Forehand, 1975; Hobbs, Forehand, & 
Murray, 1975; Patterson, 1982; Patterson & Fleischman,1979). However, most 
researchers have evaluated individual therapy, rather than group parent training, which 
is more cost effective. 
The popularity of parent-training programs for ADHD has grown in recent years; it is 
now a treatment of choice (Newby et al., 1991). Parent training has many potential 
advantages: a) parents have an increased investment in helping their child learn 
appropriate behaviors; b) they have the opportunity to influence their child's behavior 
for an extended time period, much greater than any single teacher; c) they have the 
potential to modify their child's environment so as to positively influence change by 
creating a "prosthetic social environment" (Barkley, 1981, 1987, 1990); and finally, 
d) parent training focuses on problematic behaviors that affect the parent-child 
relationship as well as family and marital functioning on a daily basis. 
Importance of targeting noncompliance 
The target intervention for many behavioral parent training programs (e.g., Barkley, 
1987) is to teach parents to deal with their child's noncompliance. Noncompliance is 
identified as the earliest sign in the developmental progression of behavior difficulties, 
and is established as a core problem in all subgroups of children who were referred for 
behavioral problems (Lorber & Patterson, 1981). Barkley (1987, 1990) contends that 
noncompliance is an appropriate target behavior for numerous reasons: a) it is the most 
frequently endorsed complaint of parents who refer their children to mental health centers 
(Johnson, Wahl, Martin & Johansson, 1973; Patterson, 1976, 1982); b) it leads to most 
of the negative parent-child interactions; c) it is a pervasive problem that occurs across 
settings, people, and situations; d) research (Forehand & McMahon, 1981; Patterson, 
1982) substantiates that children who are noncompliant in one situation are very likely 
to be noncompliant in another; e) a child's noncompliant behavior may indirectly affect 
family functioning due to the reciprocal nature of interactions; f) noncompliant behavior 
is a significant predictor of later maladjustment; and finally, g) it is difficult to treat any 
other problem without initially targeting noncompliance. 
Generalization of parent training programs 
"Behavioral parent training appears to be the most effective for producing behavioral 
changes in children, but even there one's enthusiasm must be tempered by the realization 
that generalization of treatment effects across behaviors, settings, and time are quite 
difficult to obtain" (Henry, 1981, p. 12). Examination of generalization of parent 
training or parent mediated behavioral treatment in other programs has produced mixed 
results: "Theoretically a major advantage of parent-mediated intervention is the 
opportunity for generalization to any context in which parents have a major influence" 
2 5  
(Pisterman et al., 1989, p. 634). While studies have reported generalization of parent 
training from clinic to home (Forehand, Rogers, McMahon, Wells, & Greist, 1981), 
generalization to the school setting has been inconsistent (Forehand, Breiner, McMahon, & 
Davies, 1981; McMahon & Davies, 1980). Abramowitz and O'Leary (1991) report that 
some research (Breiner & Forehand, 1981; Forehand, Sturgis, McMahon, Aguar, Green, 
Wells & Breiner, 1979) indicates that when interventions focus on the parent's 
management of the child, positive changes in the child's behavior does not spontaneously 
generalize to a school setting. For example Breiner and Forehand (1981) found that 
treatment effects generalize from the clinic to home settings; however, observable changes 
in children's behavior at school were not found. 
General principles to guide children with ADHD 
Barkley (1993b) has identified eight general principles for parents and educators to 
serve as guidelines in the daily behavioral management of children with ADHD. Barkley 
(1993b) reports, "These general principles stem from the recent conceptualization of 
ADHD as a biological deficit in persistence of effort, inhibition, and motivation. If ADHD 
involves a reduced sensitivity to behavioral consequences, such as rewards and 
punishments, as current theorists believe, then certain rules of managing behavior would 
be predictable from these theories" (p. 1). Barkley (1993b) outlined the following 
general guidelines: a) Use more immediate consequences or feedback for children with 
ADHD. (Feedback should be clear, specific and occur as close to the occurrence of the 
behavior as possible); b) Use consequences more frequently; c) Use more powerful or 
salient consequences. (Children with ADHD appear to have a reduced sensitivity to 
rewards; thus, these more powerful consequences need to be employed to motivate them); 
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d) Incentives should be used prior to punishments. (Behavior targeted for change should 
be framed as a positive behavior or desirable behavior rather than as a negative or 
undesirable behavior): e) Aim for consistency over time, across settings and places, and 
across parents or caregivers; f) Plan for problem situations and transitions. (It is best to 
anticipate problems, develop a plan to deal with them before they arise and share this 
information with the child); g) Keep the perspective in mind that a child with ADHD is a 
child who has a handicapping condition. (Caregivers need to remember that they are the 
adult and that children with ADHD do not always have control over the way they behave); 
h) Finally, practice daily forgiveness by letting go of anger, disappointment and 
resentment due to the child's misbehavior, as well forgiving oneself, as the caregiver, for 
mistakes in management of the child with ADHD (Barkiey, 1993b). 
Berkley's parent training program 
Barkiey (1981, 1987) has developed a manual intended to be a clinical handbook for 
conducting a sequence of procedures to teach parents child management skills for 
noncompliant children, especially those with ADHD. Prior to 1987, Barkiey taught the 
procedures to over 3,000 mental health professionals. His work is influenced by 
theoretical notions developed by Patterson (1976), Hanf (1969), Forehand and McMahon 
(1981), and Bell (Bell & Harper, 1977). A unique characteristic of Barkley's parent 
training program is the extent to which it is based on empirically derived and theoretical 
conceptions of ADHD. "An especially prominent premise, interwoven throughout the 
program, is that ADHD is in most cases a biologically based temperamental style that 
predisposes youngsters to be inattentive, impulsive, and physically restless, as well as 
deficient in their capacity for rule-governed behavior. Thus the main therapeutic 
objective for children with ADHD and their parents is not to cure or eliminate their ADHD 
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problem, but to learn methods of coping with and compensating for this ongoing learning 
and behavioral disability" (Anastopoulos et al., 1991, p. 214). 
Barkley's program was developed for children ages 2 to 11 who exhibit noncompliant 
behaviors with or without other childhood disorders. Barkley outlines three goals of the 
program: a) improving parental management skills and competence in dealing with child 
behavior problems, especially noncompliance; b) increasing parental knowledge of the 
causes of childhood misbehavior and the principles and concepts underlying social learning 
of such behavior; and c) improving child compliance to parental commands and rules 
(Barkley, 1987). Barkley indicates that a higher success rate in acquiring the skills and 
techniques is achieved when parents have at least a high-school education, average 
intelligence, and minimal levels of personal or family stress. Parents who have 
significant forms of psychopathology (such as severe depression, alcohol or drug 
dependency, or psychosis) or severe marital discord do not respond well to parent training 
programs (Barkley, 1987). 
Barkley's parent training is built on several key concepts of child management which 
he incorporates throughout the training sequence: a) immediacy of both positive and 
negative consequences; b) specificity of consequences by providing praise and criticism 
about the behavior; c) consistency of consequences across parents, times, and settings; 
d) necessity of providing incentive programs such as token economy prior to punishment; 
e) planning and anticipating misbehavior; and f) reciprocity of interactions within the 
family. 
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Review of studies examining Baridey's Program 
Only two studies have evaluated the effectiveness of the ADHD parent training program 
developed by Barkley (1987). One of the studies involved a single subject design with 
elementary aged children while the other utilized a preschool population. 
Pollard, Ward & Barlcley (1983) study Pollard, Ward and Barkley (1983) 
conducted and evaluated an eight session individual training with parents of three boys, 
ages six to seven years with ADHD. A single subject multiple baseline design was used to 
assess the effects of parent training, medication or the combination of the two. The 
Conners' Parent's Questionnaire, the Home Situations Questionnaire, and the Werry-
Weiss-Peters Activity Rating Scale were given to parents numerous times across the three 
treatment conditions -- baseline, parent training, and parent training with Ritalin -- to 
determine the influence of treatment condition in child behavior problems. Participants 
reported significant improvements in their child's behavior at home as a result of the 
parent training. Furthermore, significant improvements were observed through direct 
observation of mother-child interactions. 
A significant limitation of this study was that two of the three children had extremely 
high levels of compliance prior to the treatment; thus, an evaluation of the effects of 
parent training on high levels of noncompliance was not forthcoming. Pollard et al. 
concluded ". . . parent training alone, or Ritalin alone, are both sufficient to produce 
noticeable, clinically significant improvements in the behavior of hyperactive children. 
[We found] ... no support for the combination of treatments as being any more effective 
than either treatment alone" (p. 64). They reported, "Studies using measures of peer 
interactions, academic achievement, classroom conduct, or other behaviors might have 
found quite different results for these two therapies. As Levitt (1959) suggested, the 
efficacy of child therapy must be evaluated within a framework of interactions comprising 
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tasks X settings x measures x social group (fathers, mothers, teachers, peers, etc.) and so 
on. Only research which systematically studies the complexity of this issue is likely to 
lead to advances in our understanding of the treatment of hyperactive children" (Pollard et 
al., p.67-68). 
PIsterman et al. study (1989) Pisterman, McGrath, Firestone, Goodman, 
Webster and Mallory (1989) evaluated the outcome of parent training with parents of 
preschool children diagnosed as having Attention Deficit Disorder with Hyperactivity 
(ADDH). The training program was adapted from Barkley (1981) and Forehand and 
McMahon (1981). Forty-six families with ADDH were randomly assigned to an immediate 
or delayed parent training group with the goal of improving child compliance. The 
program was conducted for 12 weeks with 10 group sessions and two individual sessions, 
with approximately 10 families in each group. Outcome was evaluated by comparing 
groups before training, after training, and at a three month follow-up on numerous 
measures including a clinical observation of parent-child interactions during free play, 
compliance tasks, and parent supervised activities and Conners' Hyperkinesis Index 
measure. Positive results for the treatment group were found on compliance measures, 
parental management skills and parental interaction style. Pisterman et al. convey that 
additional research is necessary to determine if parent mediated interventions affect 
behavior problems other than noncompliance in preschoolers with ADDH. 
A major limitation of Pisterman et al. was that no determination was made concerning 
whether the interventions were used in the home setting. Parents were observed only in 
the clinic. The authors suggested that additional research was necessary to determine if 
parent-mediated behavioral interventions can affect other behavior problems of ADDH 
preschoolers in addition to noncompliance. 
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Limitation of past investigations 
Although there have been extensive advances in providing a better understanding of the 
nature, developmental course, pharmacological treatment, and appropriate interventions 
for children with ADHD, countless other questions remain. Additional research is needed 
in the area of parent training for families of children with ADHD (Newby, Fischer & 
Roman, 1991; Teeter, 1991). 
Researcii iimitations of the Poiiard et ai. study In the two studies that 
have investigated the effectiveness of Barkley's parent training program (Pisterman et 
al., 1989; Pollard et al., 1984), serious methodological flaws and external validity 
problems limit generalizabllity. For example, in the Pollard et al. (1989) study, the 
mother-child interactions were observed using compliance tasks in the clinic setting for 
ten weeks; thus, increased attention may have affected mother's motivation. Furthermore, 
only two compliance tasks were alternated during this observation, conceivably resulting 
in practice effects and predictability, as well as an artificial outcome. The high initial 
compliance of two of the three children (over 80%) was unquestionably a significant 
limitation. Finally, the results of this study are not generalizable to parents who are 
trained in a group format or to children who have initially high levels of noncompliance. 
Limitations of the Pisterman et ai. study In the Pisterman et al. (1989) 
study, the authors concluded, ". . . reliance solely on in-clinic evaluations to evaluate 
outcome and the failure to find generalization to non-targeted child behaviors underscore 
the need for further development and evaluation of early intervention programs for ADDH 
preschoolers" (Pisterman et al., 1989, p. 633). Generalization effects of the parent 
training program need to be examined across settings. In addition, a variety of behavior 
problems must be examined to determine if parent training affects behaviors other than 
compliance. 
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Clinic population Both the Pollard et al. (1984) and Pisterman et al. (1989) 
studies selected children from a pediatric clinic population; however, an extensive number 
of children with ADHD do not receive any type of service from clinics, perhaps due 
ignorance about services, socioeconomic status or monetary limitations, lack of 
availability of services, or a perception of diminished degree of severity. Children with 
ADHD referred to and seen in a clinic setting are not necessarily representative of other 
ADHD populations who obtain medications such as Ritalin from their family physicians and 
receive special services in the school setting. 
Limitations witli external validity While both the Pollard et al. and 
Pisterman et al. studies were supportive of Barkley's program, external validity is 
limited due to the small number of subjects and populations examined. Neither study 
investigated generalization of the program effects across settings; therefore, we do not 
know if changes in parent management have an influence on the child's behavior in a 
setting in which the parent is not present, such as a school setting. 
If school psychologists offered parent training programs on a routine basis, many more 
families would be served; however, it is highly unlikely in most situations (due to the 
psychologist to child ratio) that practitioners would have the time to work individually 
with parents. A group training format is thus necessitated. 
Advantages of Barldey's Manual and Rationale 
Barkley's manual is a protocol-based parent training program developed specifically 
for parents of children with ADHD as well as other noncompliant children. The format 
makes it an ideal model for school psychologists, counselors, and other human services 
providers to implement. School psychologists are in a unique position and can play an 
important role in creating home-school partnerships by advocating for and implementing 
numerous treatments for the ADHD child and parent. If practitioners facilitate parents' 
understanding of ADHD, and provide methods with which parents can intervene, the needs 
of the child and families will be better met. It is essential for practitioners to be aware of, 
and to listen to, what parents and teachers need to know, in order to help a child. School 
psychologists, counselors, and educators need to advocate for the availability of quality 
intervention services for parents, in addition to psychopharmacotherapy and interventions 
used in the classroom. 
Purpose of the Study 
A surprisingly limited number of studies have examined the efficacy of Barkley's 
(1981, 1987) ADHD parent training program, despite its widespread use (Anastopoulos 
et al., 1991). The purpose of this study is to evaluate the effects of a group parent 
training program designed to improve preschool and elementary school children's 
compliance and other problematic behaviors. Child behaviors were examined across 
settings (home and school) by several methods to determine the outcome and 
generalizability of the training. The overall expectation is that child behavior will change 
as a function of improved parent management skills. If this program proves to be 
beneficial to parents of ADHD children, and if children ultimately show improvement in 
their behaviors, then there will be further evidence that parent training in a large group 
setting is efficacious. 
Specifically he following questions will be addressed: 
1) Does parent training result in changes in children's behavior? In particular, does 
parent training lead to changes a) in children's compliance (as measured by 
observation); b) in reported number of problematic settings and severity of home 
problem behaviors (as measured by the Home Situations Questionnaire [HSQ; 
Barkley, 1987]) and Child Behavior Checklist [CBCL; Achenbach & Edelbrock, 
1983]-Total Problems Scale); and c) in severity of conduct problems (as 
measured by the Conners' Parent Rating Scale-48 [CPRS-48; Conners, 1989] 
Conduct Scale)? 
2) Does parent training affect parent's; a) praise for compliance and positive attention 
(as measured by observation): b) frequency of need to repeat commands (measured 
by observation): and c) overall parenting practices (measured by the Parent 
Practices Scale [PPS; Strayhorn & Weidman, 1988])? 
3) Does parent training affect teachers' ratings of the child's behavior in the school 
setting? Specifically, do teachers report changes in a) reported number of 
problematic settings settings and severity of school problem behaviors (as 
measured by the School Situations Questionnaire [SSQ: Barkley, 1987] and Child 
Behavior Checklist Teacher Report Form [TRF; Achenbach & Edelbrock, 1983] 
Total Problems Scale); and b) the severity of conduct problems (as measured by 
the Conners' Teacher's Rating Scale-28 [CTRS-28] Conduct Scale)? 
4) Are changes a function of parent training and is this change maintained over time in 
a) parents' assessment of their own practices (as measured by the PPS); 
b) parents' ratings of their child's behavior; and c) teachers' ratings of the child's 
behavior? 
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CHAPTER 3. METHODOLOGY 
Participants 
Forty-five parent-cliild pairs in central Iowa who responded to an announcement 
through the mail, or at their school participated in this study. The research was approved 
by the Iowa State University Human Subjects Review Committee. Thirty-one parent child 
pairs met the final criteria to be included in the analyses. The subject attrition was 
accounted for by the following: a) teacher or parent ratings for three children did not 
meet the final inclusion criteria for a diagnosis of ADHD (as outlined below); b) parents of 
nine children did not attend at least six of the seven sessions; and c) two children had a 
change of medication status. When parents withdrew from the training session, they did so 
after the initial one or two sessions due to the time commitment involved and the 
realization that it was not a good time for them to incorporate the behavior management 
procedures with their child due to their busy schedules. All participants, ages 3 to 11, 
attending pre-school through fifth grade, met the following inclusion criteria: 
1. Either a) previously diagnosed as having Attention Deficit Hyperactivity Disorder or 
b) >2 SD above the mean on the Conners' Parent Rating Scale-48 Hyperactivity Index 
on initial or baseline measure, and parents indicate at least 7 of the ADHD criteria as 
specified in the Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R^. 
2. At least one rating of 1.5 standard deviations above the age and sex mean on the 
Hyperactive Index of the Conners' Teacher Report Scal6-28 (CTRS-28) or the 
Conners' Parent Report Scale-48 (CPRS-48; Conners, 1989) on a baseline 
measure. 
3. Hyperactivity medication status (i.e., Ritalin) constant throughout the participation, 
that is, child either took or did not take medication. 
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4. Scores on the Beck Depression Scale (Beck, 1967) as rated by the parent, were not in 
a severe range. Parental depression has been found to directly affect the success of 
the parents in a parent training program. 
5. Parent participation in at least six of the seven parent training sessions. 
6. Parents completed forms at least at baseline, immediately before training and 
immediately after training. 
7. Percentage of child's initial compliance to parents commands was less than 63% prior 
to treatment in a standardized compliance task. 
Design 
Three groups of parents of eligible children were balanced initially with respect to the 
child's gender, family composition (single or two-parents), educational level of 
parent(s), and medication status of the child. These three groups with similar 
characteristics were then randomly assigned to an immediate treatment group (Group 1), 
or one of two delayed treatment groups. A multiple baseline design was used whereby 
Groups 2 and 3 received parent training seven and fourteen consecutive weeks 
respectively after the training for Group 1 began (see Appendix A). In the final analyses, 
Group 1, 2, and 3, consisted of parents for 12, 9, and 10 children respectively. 
Initially, a baseline was conducted for all groups. Parents completed a brief 
descriptive questionnaire survey (which included descriptive characteristics as well as 
current behavioral concerns, and diagnostic criteria for ADHD, Defiant Disorder, Conduct 
Disorder: see Appendix B); the Conners' Parent Rating Scale (CPRS-48, Conners 1989); 
Home Situations Questionnaire (Barkley, 1987); the Child Behavior Checklist (CBCL; 
Achenbach & Edelbrock, 1983); and Beck Depression Scale. The CPRS-48 and the HSQ 
were administered twice prior to treatment due to their known practice effects, which 
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result in improvement of scores. The second administration of the questionnaires was used 
for the baseline measurement. Teachers completed the Child Behavior Checklist Teacher 
Report Form (Achenbach & Edelbrock, 1983); School Situations Questionnaire (Barkley, 
1987); and the Conners' Teacher's Rating Scale-28 (CTRS-28). 
An observation of the parent and child was conducted using compliance tasks in a setting 
with a one way mirror immediately before and after parents received training. The 
observation was conducted in West Des Moines, Iowa at a medical center. Observation tasks 
were counterbalanced across subjects in each group. A graduate student who had received 
training in behavior assessment methods in a graduate level class conducted the 
observations. Reliability checks were conducted by the author. 
Parents completed the following measures at baseline and before and after training as 
specified below: the Conners' Parent Rating Scale (CPRS-48); Home Situations 
Questionnaire (HSQ); the Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 
1983), and the Parent Practices Scale (PPS; Strayhorn & Weidman, 1988). In addition, 
permission was obtained to send the child's teacher several questionnaires. Teachers 
completed the Child Behavior Checklist Teacher Report Form (TRF; Achenbach & 
Edelbrock, 1983) at baseline and immediately before and after training. Teachers 
completed the School Situations Questionnaire (SSQ; Barkley, 1987) and the Conners' 
Teacher's Rating Scale-28 {CTRS-28) four times. Parents and teachers in Group 1 
completed measures before training, immediately after training, 7 weeks after and 14 
weeks after training. Parents and teachers in Group 2 completed measures 7 weeks 
before training, immediately before and after training, and 7 weeks after training. 
Parents and teachers in Group 3 complete measures 14 weeks before training, 7 weeks 
before training and immediately before and after training. (Refer to Appendix A for an 
outline of the training sequence and data collection.) All teachers and parents completed 
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the measures a) at baseline, b) immediately before training, and c) immediately after 
training, which were determined to be the "crucial times." Several parents and teachers 
did not complete all the measures at the non-crucial times in a timely fashion. In these 
instances, the measures immediately before the cut-off date were used for the data 
analyses. 
Assessment Methods 
Behavior observations of parent-child interactions 
A behavior observation of the parent and child's behavior was conducted immediately 
before and after each family received training. The parent was given specific instructions 
prior to entering the room with the child. After a five-minute habituation period, the 
parent was instructed to ask his/her child to do 10 tasks. The observer recorded the 
interactions for 10 minutes. After the tasks were completed, parents were asked to 
interact with their child as they might at home. The parent-child interactions were 
observed and coded for an additional 10 minutes during the supervised play time. The 
parent and child's behavior was recorded using Berkley's (1987) coding sheet specifically 
developed for noncompliant parent-child interactions. 
The following two sets of tasks taken from Barkley's manual (with a few slight 
alterations), were used to observe parent-child interactions. The tasks were counter­
balanced; that is, half of the parents in each group received Set 1 tasks initially and half of 
the parents received Set 2 tasks. Parents received the other list during the second 
observation. 
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Set 1 
1. Stand up please. 
2. Open the door. 
3. Give me one of those toys. 
4. Put all of the toys in their boxes. 
5. Put the toys and their boxes on the table. 
6. Put the chair under the table. 
7. Take off your shoes. 
8. Sit at the table and draw copies of these three designs. 
9. Do this sheet of math problems. / Copy these numbers. 
10. Put on your shoes. 
Set 2 
1. Come here and let me fix your shirt/blouse. 
2. Put these toys away in their boxes. 
3. Empty the wastebasket into the big one. 
4. Fold these clothes and put them in the box. 
5. Put these pegs in the holes. 
6. Walk this black line on the floor slowly, heel to toe. 
7. Stack the magazines neatly on the table. 
8. Put the toys back on the table. 
9. Wipe off the table with this cloth. 
10. Pick up these papers on the floor. 
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Data were collected at approximately the same time for each parent-child pair. The 
observer was blind to the treatment condition of the parent. The observer had coding 
sheets, and a cassette tape recorder. 
Coded behaviors During the behavior observation, the parent and child's behavior 
was recorded using Barkley's {1987) coding form, based on Forehand and McMahon's 
(1981) system specifically developed for noncompliant parent-child interactions. Each 
time the parent gave a new command or task to the child, the parent and child's behavior 
was coded. The observer recorded the occurrence of commands given to the child, the 
child's response, and the parent's reaction to the child's behavior. The following parent-
child behaviors were recorded. (A brief description of the coding system is included.) 
Parent 
(1) A. The parent attends to or praises the child's compliance, verbally praises, or 
makes positive comments while the child is engaging in an activity ~ such as, "I 
like what you are building . . ." 
(2) PNeg. The parent behaves negatively toward the child, yells, or reprimands the 
child. 
(3) C. The parent gives a new direct or indirect command. A direct command is an 
order, suggestion, or rule to which a motoric response is appropriate. An 
indirect command is a vague command (sometimes phrased as a question such as, 
"Will you pick up your toys?"), which gives the child a choice. 
(4) R. The parent repeats a command. 
Child 
(1) Cpy. "Comply" is circled if the child complies within 10 seconds to the parent's 
command the first time given. If the parent needs to repeat the command, "Cpy" 
is not circled. 
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(2) Ncpy. "Noncomply" is circled if the child does not comply with the command 
within 10 seconds the first time it was given. 
(3) Neg. If the child responds by whining, complaining, or refusal, Neg is circled. 
Inter-rater reliability was established using a second independent rater who coded a 
random sample of behaviors. Reliability checks were obtained on 20% of the pre-
treatment, and 20% of the post-treatment observations with an equal representation of 
groups and time of assessment. Reliability between observers was determined using the 
Pearson Product Moment Correlation between the observers' total session score for each 
behavior. The overall Pearson Product Moment Correlation coefficients were as follows; 
a) number of commands per minute, r=.979: b) number of repeated commands per 
original r=.943: c) percent child compliance to initial command, r=.969; d) child's 
opposition, refusal, or complaining, r=.787: e) parent approvals for commands per 
minute, r=.997: f) appropriate play behavior, r=.783, g) parent and child interaction 
during play time, r=.982: h) parent approvals during play time, r=.944. 
Parental questionnaire measures 
Conners' Parent Rating Scale 48 (CPRS) The parent completed the Conners' 
Parent Rating Scale-48. This is a 48-item questionnaire designed to measure numerous 
child behavior problems. The CPRS-48 can be completed in approximately 15 minutes 
and yields 6 scales including the following: Conduct Problems; Learning Problems; 
Psychosomatic: Impulsive-Hyperactive; Anxiety; and a 10 Item Hyperactivity Index. The 
CPRS-48 and Conners Teacher Rating Scale-28 (CTRS-28; Conners, 1989) were chosen 
over the longer, more researched forms because norms were calculated on the same group 
of children which makes direct comparison between the parent and teacher more valid 
(Conners, 1989). Thus, a comparable Hyperactive Index can be obtained when this 
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combination is used. However, the CPRS-48 has not been as well studied as the original 
scale; there have been no published studies of its test-retest reliability. Item-total 
correlations range from .13 to .65 (Goyette, Conners, Ulrich, 1978). An alpha internal-
consistency reliability coefficient for the Hyperactivity Index (corrected for length) was 
reported to be .92 (Sandberg, Wieselberg, & Shaffer ,1980). 
Home Situations Questionnaire (HSQ) The HSQ (Barkley, 1987, 1990, 
1991) provides numerous home situations that may be problematic for the child. If it is 
considered a problem, the parent rates the severity on a Likert Scale from 1 (mild) to 9 
(severe). The HSQ yields two scores: the number of problem settings, and the mean 
severity rating. It takes less than 5 minutes to complete and it has been shown to be 
sensitive to the effects of parent training programs (Pollard et a!., 1983). 
Chiid Beliavior Ciieckiist (CBCL) The Child Behavior Checklist (Achenbach & 
Edelbrock, 1983), is the most well-developed and empirically sound behavior rating scale 
for assessing psychopathology and social competence of children (Barkley, 1990). This 
scale has 138 items and includes 20 items that measure Social Competence (including 
scale scores for Activities, Social and School) and 118 items that constitute a Problem 
Behaviors scale. It takes approximately 15-20 minutes to complete. The following 
factors are assessed: Withdrawn, Somatic Complaints, Anxious, Social Problems, Attention 
Problems, Delinquent Problems, Aggressive, and Sexual Problems. One week test-retest 
reliability is .95 for the Behavior Problems scale and .99 for the Social Competence 
scale. A three month test-retest reliability resulted in a coefficient of .84 for Behavior 
Problems scale and .97 for Social Competence. Inter-parent agreement for the clinic-
referred children was .99 for Behavior problems and .98 for Social Competence. The 
CBCL has adequate discriminative validity in differentiating between clinic-referred and 
non-referred children, between hyperactive and normal children (Barkley, 1981; 
Edelbrock, 1984) and distressed and nondistressed mothers (Bond & McMahon, 1984). 
Webster-Stratton (1984) demonstrated that the CBCL has utility for determining changes 
in conduct problems following a parent training program emphasizing parent management 
skills. 
The CBCL Profile, based on 60 hyperactive children, reveals that ADHD children 
exhibit high elevations on many scales, especially on the Aggressive, Hyperactive, and 
Delinquent scales. A high score on the CBCL Delinquent scale is indicative of antisocial 
behavior. An elevated Aggressiveness scale reflects Oppositional Defiant Disorder which 
frequently coexists with ADHD. 
Beck Depression Scale Maternal depression has been related repeatedly to poor 
success in the parent training programs (Barkley, 1987, 1990). The most widely used 
assessment of depression, the Beck Depression Scale (Beck, 1967), is a 21 item multiple 
choice questionnaire that provides an assessment of self-reported levels of depression. 
Parenting Practices Scale (PPS) The Parenting Practices Scale (Strayhorn 
& Weidman, 1988) is a 34 item scale that examines the degree to which parents practice 
techniques frequently taught In parent training programs. This scale provides more 
information on behavior management procedures parents use with their child over a long 
period of time than does observation or parent interview. This scale has value for 
monitoring parental management change before, during, and after parent training 
(Strayhorn & Weidman, 1988). 
Teacher questionnaire measures 
Conners' Teacher Rating Scale-28 (CTRS) The Conners' Teacher Rating 
Scale-28 (CTRS-28) is a 28 item questionnaire that can be completed in 5 to 10 minutes 
and consists of the following 4 scales: Conduct Problems; Hyperactivity: Inattentive-
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Passive; and a 10 item Hyperactivity Index. No studies have been done on test-retest 
reliability of the shortened version although Conners reports that results should be 
similar to the CTRS-39 in which one month test-retest reliability ranged from .72 to .91. 
School Situation Questionnaire (SSQ) The School Situation Questionnaire 
(Barkley, 1981) was developed to determine where children display their problem 
behaviors. The SSQ lists 12 school situations that are likely to be problematic for the 
child. Each problem area is rated on a scale from 1 (mild) to 9 (severe) and can be 
completed in less than 5 minutes. The SSQ results in two scores including the number of 
problem situations and the mean severity. Breen and Altepeter (1990) have collected 
normative data for children ages four to eleven. 
Chiid Behavior Checklist - Teacher Report Form (TRF) The TRF 
(Achenbach & Edelbrock, 1983) yields an Adaptive Functioning Scale (reflecting the 
child's work habits, level of academic performance, and general happiness), and a 
Behavior Problems Scale. The Behavior Problems measure has 113 items and results in 
the following factors: Withdrawn, Somatic Complaints, Anxious, Social Problems, 
Attention Problems, Delinquent Problems, and Aggressive Problems. Excellent normative 
data are available. The average test-retest reliability is .89 (range .74-.96) for a one-
week period. A two month interval resulted in a stability coefficient of .77. Stability over 
a 4 month period resulted in a mean coefficient of .64 (range .25 to .82). Because of its 
recent development, TRF validity studies are limited; however, the research that has been 
done is extremely promising (Barkley, 1990). 
intervention 
Barkley's Defiant Children. A Clinician's Manual to Parent Training (1987) was used 
as a model for conducting the parent training groups. An advantage of this program is that 
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the manual gives detailed instructions for providing a sequence of sessions and techniques. 
Use of the manual ensured that the same content was covered across groups, while, at the 
same time, allowing flexibility in guiding the parents through the program steps. Each 
step begins with an outline of the material to be taught in that session. The manual also 
provides a series of parent handouts to be used throughout the training. The three parent 
groups were co-led by two individuals, meeting weekly, for seven weeks, with fifteen 
families originally in each group. Both parents were strongly encouraged to attend the 
sessions. Free babysitting was provided for the children (including the child with ADHD 
and his or her siblings) in the same facility where the parent training occurred. The 
procedures and sessions outlined in Barkley's manual were followed and handouts were 
given to parents at each session. 
Ten steps are described in the manual; however, the therapist is allowed flexibility to 
determine how many sessions are necessary (usually ranging from eight to twelve). To 
provide a cost effective service, the material in the manual was covered in seven sessions. 
Session 1 
During the initial session, information regarding the etiology, course and treatment of 
ADHD was discussed. The major purpose of this session was to increase parents' 
knowledge about ADHD. Four major factors that can contribute to the cause and 
maintenance of behavior problems were described including child characteristics, parent 
characteristics, family stressors and situational consequences. The effect of situational 
consequences on the emergence, maintenance, and exacerbation of the child's behavioral 
problems were detailed. An overview of the behavioral management principles to be 
covered in subsequent sessions was provided. Parents also completed numerous rating 
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scales (HSQ, CPRS-48, CBCL, & PPS) so comparisons between before and after training 
could be made. 
Session 2 
During the second session, parents were taught to enhance their positive "attending" 
and "ignoring" skills during a special play time. Parents were instructed to set aside a 
special time with their child daily and to remain non-directive during this time. A 
discussion of the importance of positive attention and its effects for adults as well as 
children was initiated. In addition, parents were shown the first 30 minutes of the video 
"Why Won't My Child Pay Attention" by Sam Goldstein. Barkley (1990) recommended 
incorporating information on etiology and characteristics of ADHD; thus, the video was 
selected to maintain consistency of information across groups as well as to increase the 
modalities of the presentation of material. 
Session 3 
At the beginning of the third session, parents' efforts to initiate the special play time 
with their child were reviewed. The third session extends parents' attending skills from 
periods of independent play to compliance. Parents were also taught methods to give 
commands more effectively. The importance of "catching their child being good" was 
emphasized. Parents were encouraged to pay positive attention to appropriate independent 
play and compliance. The manner in which parents give commands was discussed, with the 
goal of increasing the effectiveness of their commands. 
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Session 4 
In the fourth session, the home token reward system was described as a very effective 
motivational program. Parents were taught that praise and attention are usually not 
enough to encourage children with ADHD to comply. Specific steps for setting up and 
implementing a token system were provided. 
Session 5 
In the fifth session, the home token reward system was initially reviewed. A 
response-cost and a time-out procedure were then described and modeled. Parents were 
instructed to use the time-out procedures contingent on the child's noncompliance for one 
or two misbehaviors. 
Session 6 
In the sixth session, parents were encouraged to extend their use of time-out to other 
misbehaviors, and strategies to use in managing the child's misbehavior in public places 
were described. 
Session 7 
In the final session, a review was provided, and guidelines were established for 
managing future behavior problems. The procedures for setting up a daily home-school 
report card were briefly explained. Parents were given handouts summarizing the 
procedures. Parental feedback about the training program was obtained, and parents 
completed numerous rating scales (HSQ, CPRS-48, CBCL, & PPS). 
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Summary 
Parents of 31 preschool and elementary aged children with ADHD participated in a 
large group parent training program for 7 weeks. A multiple baseline design was used 
whereby parents in Group 1 received training initially and training for Groups 2 and 3 
were seven and 14 weeks respectively after training for Group 1 began. Parents and 
teachers completed a multitude of rating scales before and after training occurred. In 
addition, an observation of the parent and child was conducted immediately before and after 
the parents received training to obtain an indication of compliance to parental commands 
and parent-child interaction. Barkley's Defiant Children. A Clinicians Manual to Parent 
Training (1987) was used as a model for conducting the parent training groups. 
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CHAPTER 4. RESULTS 
Statistical Analyses 
Data were analyzed using the SAS computer program. Simple one way analyses of 
variance (ANOVAS) were used at baseline to insure that the groups were equivalent. 
Repeated measures analyses of variance were used to examine within group changes over 
time on parent and teacher ratings. In addition, t tests were used to compare the 
observation results, parent and teacher ratings for the three individual group scores, and 
the combined group score immediately before and after training. Simple one way analyses 
of covariance (ANCOVA) across groups were used to determine if changes were a function of 
parent training. 
Initial Characteristics 
The initial characteristics of the 31 children (27 boys and 4 girls) are indicated 
in Table 1. The CBCL means for this sample were compared to the normative population 
mean of 50. The means were 1.5 standard deviations or more above the population average 
on six of the seven scales. The significantly deviant mean T scores on the CBCL Attention 
Problems (f^=69.8), CPRS Hyperactivity Index (M=78.2), CPRS Impulsive Scale 
(M=72.7), CBCL Social Problems (M=66.4) and CPRS Hyperactivity Index (M=78.2) 
confirm the severity of these children's inattentiveness, hyperactivity and impulsivity as 
reported by parents. The elevated scores on the CTRS Hyperactivity Index (M=63.1), and 
TRF Attention Problems Scale (M=63.1) corroborate that these children have reported 
attention problems in the school, and that they exhibit problematic behaviors across 
settings. The majority of the children (61%; n=19) were on medication throughout the 
study and administration of the medication is usually scheduled so that the maximum 
impact on behavior occurs in the school setting. This may have contributed to 
r 
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Table 1. Means, standard deviations and ranges of variables assessed for all participants 
Measure M SD Range 
Age in years (n=31) 7.1 2.0 3 to 11 
PARENT RATING SCALES (n: =31) 
H9C} 
Number of problem settings 11.7 2.4 6 to 16 
Mean severity of problems 4.7 1.5 1.1 to 7.7 
CPRS (T scores) 
Conduct problems 71.0 16.0 42 to 100 
Learning problems 80.3 16.8 42 to 98 
Psychosomatic problems 54.8 17.9 43 to 98 
Impulsive 72.7 8.0 46 to 85 
Anxiety 54.7 14.2 40 to 79 
Hyperactive Index 78.2 10.3 63 to 94 
CBCL (T scores) 
Social Problems 66.4 8.9 52 to 91 
Attention Problems 69.8 8.8 54 to 84 
Delinquent 65.2 7.4 50 to 78 
Aggression 69.1 10.5 55 to 92 
Internalizing problems 59.8 11.3 34 to 80 
Externalizing problems 67.8 7.7 54 to 84 
Total behavior problems 68.9 6.9 52 to 80 
OBSERVATION (n=31)(Percentage) 
Compliance to commands 62.9 21.6 29 to100 
Child negative behavior 19.0 17.2 Oto 64 
Teacher Rating Scales (n=25) 
S0Q 
Number of problem settings 6.1 3.0 3 to 11 
Mean severity of problems 3.8 1.9 1 to 6. 
CTRS (T scores) 
Conduct problems 62.0 18.6 42 to 98 
Hyperactivity 64.2 13.0 43 to 85 
Inattention 58.0 7.6 45 to 74 
Hyperactive Index 63.1 9.7 51 to 82 
TRF (T scores) 
Social Problems 61.2 7.9 50 to 78 
Attention Problems 63.1 8.5 53 to 86 
Delinquent 59.8 8.0 50 to 78 
Aggression 63.9 11.5 50 to 89 
Internalizing problems 57.0 10.4 36 to 74 
Externalizing problems 62.8 10.3 46 to 80 
Total behavior problems 63.7 7.9 52 to 83 
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the decreased severity of scores reported by teachers. The elevated Aggression and Conduct 
Scores indicate that, as is true for many children with ADHD, a majority of these 
individuals also exhibit oppositional and conduct problems. These children also displayed 
problems with compliance. When given commands by their parents, the children complied 
to their requests an average of 63% of the time the first time a request was given. 
Children's gender, medication status, and age 
Eighty-seven percent of the sample (n=27) were male and 13 percent (n=4) were 
female. The majority of the children (61%; n=19) were on medication for ADHD 
throughout the duration of the study. Parents of children ages 3 to 11 participated in the 
study with a median age of 7 years. Specifically, 3% of the children (n=1) were age 3; 3% 
(n=1) were age 4; 16% (n=5) were age 5; 23% (n= 7) were age 6; 16% (n=5) were age 
7; 13% (n=4) were age 8; 13% (n=4) were age 9; 6% (n=2) were age 10; and 5% 
(n=2) were age 11. 
Education level of children 
The majority of the children (64%; n=20) were in elementary school; whereas 23% 
(n=7) were in kindergarten and 13% were in preschool or daycare. Specifically, 6% 
(n=2) of the children attended preschool, 6% (n=2) were in daycare, 16% (n=5) were in 
kindergarten, 6% (n=2) participated in transitional kindergarten, 26% (n=8) were in 
first grade, 13% (n=4) attended second grade, 10% n=3) were in third grade, 10% (n=3) 
attended fourth grade, and 6% (n=2) were in fifth grade. A total of 13% (n=4) had 
repeated a grade. 
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Parents' concern with behavioral probiems 
Parents were asked to indicate the extent to which they were concerned with 
a) noncompliance, b) academic difficulties, c) overactivity, d) impulsive behaviors, and 
e) distractibility based on a 6 point Likert scale (where 1=not concerned, 3=some concern, 
4=moderate concern and 6=very concerned). Parents' responses indicated that they were 
moderately to very concerned for all of the behavior problems listed. Parents' mean 
responses indicated that they were most concerned with noncompliance (M=5.3, SD=1.0), 
followed closely by impulsivity (M=5.1, SD=1.3), distractibility (M=5.0, SD=.9), 
overactivity (M=4.4, SD=1.3) and academic difficulties (M=4.3, SD=1.6). 
Previous success in addressing probiems 
Parents were asked if specific strategies were successfully implemented to address 
their child's behavioral problems. The majority of the parents indicated they obtained 
success with removal of privileges (68%; n=21) and time-out (65%; n=20). Thirty-
nine percent of the parents (n=12) reported that verbal reprimands were successful. A 
minority of parents (16%; n=5) indicated that "giving in to [their] child's wishes and 
demands" worked. Thirteen percent (n=4) used physical punishment and 10% (n=3) 
avoided the child to address behavioral concerns. 
Parents' report of children's compliance 
Parents were asked, "On the average, what percentage of time does your child comply 
with initial commands (after they are given only once)?" The majority of parents (65% 
or n=20) responded that their child complied to requests 0-20% of the time the first time 
the request was given. Twenty-six percent (n=8) indicated that their child complied 
21-40% of the time and only 10% (n=3) of the parents reported that their child complied 
to commands initially 41-60% of the time. When asked, "On the average, what percentage 
of time does your child eventually comply with commands?" the majority of the parents 
(35%: n=11) reported that their child eventually complied to 81-100% of the commands. 
Twenty-three percent of the parents (n=7) reported that their child eventually complied 
to 61-80% of the commands and 10% (n=3) reported that their child eventually complied 
to 41-60% of the commands. The remainder 30% of parents reported a low level of 
compliance with 19% (n=3) indicating that their child eventually complied to 21-40% of 
their commands and 13%(n=4) reporting that their child eventually complied to only 
0-20% of their commands. 
Parents' reported consistency in discipline and stress ievei 
Parents were presented with the question, "To what extent are you and your spouse 
consistent with respect to disciplinary strategies?" using a 6 point Likert scales (where 
1=never consistent, 3=somewhat consistent, 4=mostly consistent and 6=always 
consistent). As a group, parents' mean response indicated that they were "somewhat" to 
"mostly consistent" with respect to their disciplinary strategies used (M=3.6, SD=.8). To 
provide an indication of stressful events, parents were asked to indicate if any of the 
following events occurred during the last 7 months including a) divorce or separation, 
b) family accident or illness, c) death in the family, d) change of jobs by parent, e) family 
move, f) family financial problems, or g) other events. Parents reported a mean of 2 
stress events (SD=2.0). 
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Parents' ratings of ADHD, ODD and CD criteria 
Parents were presented with a list of criteria for ADHD, ODD, and CD and asked, "Which 
of the following are considered to be a significant problem at the present time? (Consider a 
problem to be significant only if it occurs more frequently than it does for most other kids 
the same aae.V Parents reported a mean of 8.5 criteria (SD=2.8) for ADHD (at least 8 
criteria need to be present for a duration of 6 months for a diagnosis of ADHD), a mean of 
4.4 criteria (SD=2.2) for ODD (at least 5 of the 9 criteria need to be present for at least 6 
months for a diagnosis of ODD) and a mean of .7 (SD=1.4) criteria for CD (at least 3 of the 
13 criteria need to be present for a diagnosis of CD). 
Characteristics of respondents 
The child's Mother completed the questionnaires for 50% of the cases (n=15), the 
Mother and Father completed the questionnaires for 40% (n=12) of the cases, the Father 
completed the questionnaire for 7% of the cases, and a child's grandmother (who was the 
primary care giver) completed the questionnaire in 3% (n=1) of the cases. An 
overwhelming majority of the respondents (89%; n=26 parents) were married, 10% 
were divorced (n=3), and 3% were separated (n=1). 
The highest level of education attained by the Mothers were as follows: 3% (n=1) had 
less than a high school degree; 23% (n=7) were high school graduates; 3% (n=1) had 
attended vocational or trade school; 23% (n=7) had some college; 17% (n=5) received a 2 
year college degree (associates); 20% (n=6) completed a four-year college degree 
(bachelors); 7% (n=2) completed a Master's degree or equivalent; and 3% (n=1) had a 
doctoral degree. The highest level of education attained by the Fathers were as follows: 
23% (n=7) were high school graduates; 3% had attended vocational or trade school; 23% 
(n=7) had some college; 13% (n=4) had a two-year college degree (associates); 20% 
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(n=6) had a four-year college degree (bachelors); 10% (n=3) had a Master's degree or 
equivalent; and 7% (n=2) had a doctoral degree. The median education level for both 
Mothers and Fathers was some college but less than a 2 year degree. 
Parents' median household income per year was between $35,000 and $45,000. 
In particular, 17% (n=5) reported an income between $15,000 and $24,999; 20% 
(n=6) reported an income between $25,000 and $34,999; 27% {n=8) reported an 
income between $35,000 and 44,999; 3% (n=1) reported an income between $45,000 
and $54,999; 13% (n=4) reported an income between $55,000 and $64,999; 10% 
(n=3) reported and income between $65,000 and $74,999; and 10% (n=3) reported an 
income above $75,000. 
Mean Scores at Baseline 
The means, standard deviations and results of the simple one way ANOVAs for the 
baseline measures for the three groups are presented in Table 2. Statistical analyses 
revealed that there were no significant differences among the groups at the initial 
assessment for parent or teacher ratings. 
Repeated Measures Analyses of Variance 
An Examination of Parent and Teacher Ratings Over Time 
Repeated measures analyses of variance (ANOVAs) were conducted on the parent and 
teacher measures used in the repeated assessment battery. The means, standard 
deviations, and the results of the statistical tests are presented in Tables 3, 4, and 5. 
Table 2. Baseline means, standard deviations, and ANOVA results for Groups 1, 2, and 3 
GrouD 1 QroMP 2 GrouD 3 
Measures M SD M SD M SD F 
PARENT RATING SCALES (n=12) (n=9) (n: =10) 
CBCL 66 .8  7.6 70 .5  5.2 70 .0  7.4 0 .96  
H9Q 
Number of problems 12 .1  2.0 12 .0  2.2 11 .0  3.1 0 .63  
Mean severity 5.0 1.3 4.6 1.7 4.3 1.6 0 .62  
GPRS 
Conduct problems 75 .3  16.9 65.2 19.1 71 .0  11 .3  1 .03  
Hyperactivity Index 78 .2  10 .4  78.8 7.9 77.7 12 .8  0 .02  
Parent Practices Scale 124.3 13.8 130.1 10.2 123.5 14 .6  0 .70  
TEACHER RATING SCALES (n=9) (n=6) (n =10) 
TRF Total Score 63 .0  7.8 60 .0  6.5 66 .6  8.3 1 .40  
SSQ 
Number of problems 5.3 3.5 6.5 3.4 6.6 2.4 0 .47  
Mean severity 3.3 2.0 4.0 1.7 4.0 2.1 0 .42  
CTRS 
Conduct problems 62.7 20.9 56 .2  13 .3  64 .9  20 .1  0 .40  
Hyperactivity Index 63 .9  9.2 58 .0  7.9 65 .4  10 .8  1 .16  
*p<.05. "p<.01. *"p<.001 
Table 3. Repeated measures analysis of variance for Group 1 comparing dependent measures 
Before Trainina After Trainina 7 Weeks After 14 Weeks After 
Measures M SD M SD F M SD F M SD 1 F 
PARENT RATING SCALES (n= =12) 
CBCL 66.8 7.6 62.2 10.8 6.23* 59.1 11.6 19.96*** 58.4 12.1 ; 20.99*** 
H9Q 
Number of problems 12.1 2.0 10.0 2.8 1 1 . 7 1 * *  9.1 3.5 23.76*** 8.6 3.8 ; 26.51 ***  
Mean severity 5.0 1.3 3.8 1.4 8.23* 3.2 1.6 18.32*** 3.3 1.7 16.60* 
CPRS 
Conduct problems 75.3 16.9 65.3 16.4 6.29* 63.1 14.5 16.61** 63.2 16.8 ! 9 .15** 
Hyperactivity Index 78.2 10.4 70.2 15.3 4.19 67.7 14.9 9.10** 69.3 16.9 5.34* 
Parent Practices Scale 124.3 13.8 138.0 10.6 16.76" 139.8 17.4 15.69** 143.7 13.6 19.23*** 
TEACHER RATING SCALES (n= 9) 
TRF Total Score 63.0 7.8 62.7 7.1 62.0 7.9 
saa 
Mean number of problems 5.3 3.5 6.1 3.3 1.10 6.1 3.5 .71 5.4 2.9 .02 
Mean severity 3.3 2.0 3.6 1.1 .36 4.0 2.1 1.14 3.9 2.1 1.35 
CTRS 
Conduct problems 62.7 20.9 65.0 19.4 .46 64.4 19.0 .24 63.7 18.5 .13 
Hyperactivity Index 63.9 9.2 65.3 10.7 .54 65.0 9.1 .18 62.2 9.7 .53 
*p<.05. **p<.01. *"p<.001 
Table 4. Repeated measures analysis of variance for Group 2 comparing dependent measures 
7 Weeks Before Before Training After Training 7 Weeks After 
Measures M SD M SD F M SD F M SD F 
PARENT RATING SCALES (n=9) 
CBCL 70 .5  5.2 69 .2  6.2 5.33* 64 .0  9.4 8.18* 64 .2  9.1 7.37* 
l-BQ 
Number of problems 12 .0  2.2 13 .2  1.9 2.47 9.9 3.9 3.12 11 .1  4.7 .35 
Mean severity 4.6 1.7 4.1 1.8 2.33 3.8 1.5 3.39 3.8 1.3 3.27 
CPRS 
Conduct problems 65 .2  19 .1  68 .6  21 .8  3.36 58 .7  20 .7  1.79 58 .2  16 .2  2.24 
Hyperactivity Index 78 .8  7.9 79 .7  8.7 .63 70 .4  12 .6  5.59* 67 .8  8.9 14 .67*  
Parent Practices Score 130.1 10.2 132.8 13 .0  1.67 141.4 8.9 20.02** 140.2 10 .5  32 .1  6*  
TEACHER RATING SCALES (n=6) 
TRF Total Score 60 .0  6.5 55 .5  7.4 8.50* 59 .8  7.4 .02 58 .3  9.5 .62 
saa 
Number of problems 6.5 3.4 4.5 3.3 10 .00*  7.7 4.1 5.98 5.7 4.0 .68 
Mean severity 4.0 1.7 2.7 1.7 2.47 3.8 .9 .06 3.0 1.7 .93 
CTRS 
Conduct problems 56 .2  13.3 55.5 12 .4  .36 58 .5  16 .6  1.35 56 .5  14.5 .01 
Hyperactivity Index 58 .0  7.9 55.3 10 .3  1.70 61 .8  9.2 3.48 57 .2  11 .6  .20 
*p<.05. "p<.01. *"p<.001 
Table 5. Repeated measures analysis of variance for Group 3 comparing dependent measures 
14 Weeks Before 7 Weeks Before Before Training After Training 
Measures M SD M SD F M SD F M SD F 
PARENT RATING SCALES (n=:10) 
CBCL 70 .0  7.4 71 .0  6.7 2.81 69 .7  7.9 .05 66 .3  9.4 6.22* 
l-BQ 
Number of problems 11 .0  3.1 10 .4  2.5 3.86 10 .6  3.0 .42 9.0 3.0 16 .36* '  
Mean severity 4.3 1.6 4.4 1.3 .12 4.5 1.3 .53 3.3 1.3 2.23 
CPRS 
Conduct problems 71 .0  11 .3  70 .5  11 .8  .04 77 .3  10.9 11.98** 64 .5  9.2 4.57 
Hyperactivity Index 77 .7  12 .8  77 .7  12 .0  .00 75 .8  12 .9  .72 68 .7  15 .4  9.62** 
Parent Practices Scale 123.5 14.6 128.8 18 .2  .88 128.1 19 .1  .03 142.8 14 .8  10 .61*  
TEACHER RATING SCALES (n=10) 
TRF Total Score 66 .6  8.3 62 .0  11 .0  61 .2  13 .0  
saa 
Number of problems 6.6 2.4 5.7 2.7 14 .88* *  5.9 3.6 1.47 5.2 3.4 4.37 
Mean severity 4.0 2.1 3.5 2.4 1.92 2.7 1.9 12.03** 3.0 1.9 4.59 
CTRS 
Conduct problems 64.9 20.1 59 .9  17 .1  3.84 57 .6  14 .4  5.98* 60 .0  17 .2  1.06 
Hyperactivity Index 65 .4  10.8 60 .7  14 .4  2.94 61 .9  14 .1  1.49 59 .4  12 .5  4.49 
*p<.05. "p<.01. "*p<.001 
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Parent ratings 
When compared to the initial baseline measure, statistical analyses revealed that all 
three groups demonstrated significant changes on parents ratings on the a) CBCL Total 
Score; b) CPRS Hyperactivity Index (Group 1 demonstrated statistically significant 
changes on this measure at the 7 weeks follow up assessment, but not immediately after 
training) and c) PPS. These changes were maintained at the follow-up assessments. In 
addition, repeated measures ANOVA indicated significant changes for Group 1 and 3 for the 
HSQ Number of Problems. Furthermore, ratings for Group 1 significantly changed for all 
other parent ratings Including the a) HSQ Mean Severity of the Problems and b) CPRS 
Conduct Problems. 
In conclusion, when compared to baseline measures, all parents reported changes on 
their own behavior (as measured by the PPS) and in their child's behavior. Parents 
reported reductions in the children's hyperactive behavior and in their overall behavioral 
problems. 
Teacher ratings 
Repeated measures analyses of variance (ANOVAS) were also conducted on dependent 
variables obtained from teachers' ratings. There were no significant changes as a function 
of parent training. Specifically, when mean scores at baseline were compared to mean 
scores after parents had received training, there were no significant differences for any of 
the groups. 
There were no significant differences in teacher ratings of the dependent variables 
assessed at any time for Group 1. Several haphazard changes for Groups 2 and 3 were 
noted, but were not maintained over time. For example. Group 2 teacher ratings on the 
TRF Total Score and the SSQ Mean Number of Problems revealed a decrease in problems 
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from the baseline score that was obtained 7 weel<s before training and the measure 
obtained immediately before training; however, these changes were not maintained at the 
assessment immediately after training, or 7 weeks after training. (See Table 4.) In 
conclusion, teacher ratings failed to demonstrate significant changes in the children's 
scores across time that were either a function of training or were maintained over time. 
An Examination of Changes IVIade Immediateiy Before and After Training 
"t tests for individuai Groups 
In addition to the repeated measures ANOVA reported above which compared initial 
baseline scores (scores immediately before training for Group 1, 7 weeks before training 
for Group 2, and 14 weeks before training for Group 3 - due to the multiple baseline 
design), repeated measures t tests were performed to compare scores immediateiy before 
and after training for the dependent variables of compliance observations, parent ratings, 
and teacher ratings . These analyses were conducted because no differences appeared until 
after the groups received training. (See Tables 6, 7, and 8.) 
Compliance observation 
Statistical analyses revealed that children in all groups demonstrated a significant 
increase in their compliance. Specifically, compliance increased from 66% to 85% for 
Group 1, from 58% to 85% for Group 2, and from 64% to 79% for Group 3. During the 
Compliance Observation, parents' approving statements per minute also significantly 
changed from .4 to .6 for Group 1, from .1 to .4 for Group 2, and from .3 to .5 for Group 3. 
Parents in Groups 1 and 2 also significantly decreased their use of repeating commands to 
obtain compliance. Group 3 parents' use of repeating commands also declined after they 
received training although they demonstrated a lower use of repeating commands at 
6 1 
Table 6. Group 1 means, standard deviations and statistical test results comparing 
dependent means before and after training 
Before Trainina After Trainina 
Measures M SD M SD t 
PARENT RATING SCALES (n=: 12) 
CBCL 66.8 7.6 62.2 10.8 2.50* 
H9Q 
Number of problems 12.1 2.0 10.0 2.8 3.42" 
Mean severity 5.0 1.3 3.8 1.4 2.87* 
CPRS 
Conduct problems 75.3 16.9 65.3 16.4 2.51* 
Hyperactivity index 78.2 10.4 70.2 15.3 2.04 
Parent Practices Scale Total Score 124.3 13.8 138.0 10.6 -13 .75* * *  
COMPLIANCE OBSERVATION (n=12) 
Commands per minute 1.8 .5 1.5 .6 
Repeat commands .4 .3 .2 .1 2.77* 
Approvals per minute .4 .4 .6 .3 -2.37* 
% Compliance to commands 65.6 20.2 84.6 11.3 -3.15** 
% Child negative behavior 24.3 22.7 16.6 21.3 .88 
PLAY OBSERVATION (n=12) 
% Appropriate child behavior 98.8 2.9 97.9 6.5 .43 
% Parent/child interaction 69.0 29.3 86.3 21.4 -2 .00*  
Parent approvals per minute .2 .2 .5 .3 -3 .67* *  
TEACHER RATING SCALES (n=10) 
TRF Total Score 63.0 7.8 62.7 7.1 .33 
saa 
Number of problems 5.3 3.5 6.1 3.3 -1 .05  
Mean severity 3.3 2.0 3.6 1.1 -0 .60  
CTRS 
Conduct problems 62.7 20.9 65 .0  19 .4  -0 .68  
Hyperactivity Index 63 .8  9.2 65 .3  10 .7  -0 .73  
*p<.05. **p<.01. *"p<.001 
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Table 7. Group 2 means, standard deviations and statistical test results comparing 
dependent means immediately before and after training 
Before Trainina After Training 
Measures M SD M SD t 
PARENT RATING SCALES (n=9) 
CBCL 69.2 6.2 64.0 9.4 2.08 
H3Q 
Number of problems 13.2 1.9 9.9 3.9 3.65" 
Mean severity 4.1 1.8 3.8 1.5 0.80 
CPRS 
Conduct problems 68.6 21.8 58.7 20.7 2.16 
Hyperactivity index 79.7 8.7 70.4 12.6 2.17 
Parent Practices Scale Total Score 1 132.8 13.0 141.4 8.9 -2.54* 
COMPLIANCE OBSERVATION (n=9) 
Commands per minute 1.3 .5 .9 .4 2.14 
Repeat commands .4 .2 .1 .1 4.56* 
Approvals per minute .1 .1 .4 .5 -2.04* 
% Compliance to commands 57.8 21.1 85.1 18.9 -3.99** 
% Child negative behavior 22.8 7.9 8.6 7.0 5.55** 
PLAY OBSERVATION (n=g) 
% Appropriate child behavior 96.7 5.7 99.2 1.8 -1.31 
% Parent/child interaction 71.7 26.4 83.3 18.2 -1.46 
Parent approvals per minute .3 .3 .4 .3 -1.97 
TEACHER RATING SCALES (n=6) 
TRF Total Score 55.5 7.4 59.8 7.4 -7.77* 
S0Q 
Number of problems 4.5 3.3 7.7 4.1 -5.84* 
Mean severity 2.7 1.7 3.8 .9 -2.07 
CTRS 
Conduct problems 55.5 12.4 58.5 16.6 -1.61 
Hyperactivity index 55.3 10.3 61.8 9.2 -3.61 
*p<.05. **p<.01. *"p<.001 
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Table 8. Group 3 means, standard deviations and statistical test results comparing 
dependent means immediately before and after training 
Before Trainina After Trainina 
Measures M SD M SD t 
PARENT RATING SCALES (n= :10) 
CBCL 69 .7  7.9 66 .3  9.4 3.22** 
H9Q 
Number of problems 10 .6  3.0 9.0 3.0 2.67* 
Mean severity 4.5 1.3 3.3 1.3 1.98* 
CPRS 
Conduct problems 77.3 10.9 64 .5  9.2 4.44** 
Hyperactivity index 75 .8  12 .9  68 .7  15 .4  2.54* 
Parent Practices Scale 128.1 19.1 142.8 14 .8  .2  21* *  
COMPLIANCE OBSERVATION (n=10) 
Commands per minute 1.2 .4 1.1 .3 1.04 
Repeat commands .2 .2 .1 .2 1.95 
Approvals per minute .3 .3 .5 .4 -3 .26* *  
% Compliance to commands 64.3 24.9 79.4 21 .3  -3 .46* *  
% Child negative behavior 9.3 11 .8  12 .1  24 .1  -0 .51  
PLAY OBSERVATION 
% Appropriate child behavior 98 .8  4.0 95 .3  10 .8  1.08 
% Parent/child interaction 74 .0  31 .5  84 .9  23 .4  -1 .15  
Parent approvals per minute .3 .2 .3 .3 -0 .74  
TEACHER RATING SCALES (n =10) 
TRF Total Score 62 .0  11 .0  61  .2  13 .0  .74 
saa 
Number of problems 5.9 3.6 5.2 3.4 1.41 
Mean severity 2.7 1.9 3.0 1.9 -1 .32  
CTRS 
Conduct problems 57.6 14.4 60 .0  17.2 -0 .77  
Hyperactivity Index 61 .9  14 .1  59 .4  12.5 1.30 
*p<.05. "p<.01. ***p<.001 
baseline compared to the other Groups. Group 2 children's negative behavior (whining and 
talking back) in response to parents' commands significantly decreased from 23% to 9% 
of the commands. Parents in all groups were observed to be negative less than 1% of the 
time before and after training. In conclusion, children's compliance and parents' 
approving statements significantly increased for all groups. Parents in two of the three 
groups also significantly reduced their need to repeat commands to obtain compliance. 
Observation during free play 
In addition to the observations in which parents were instructed to give their child a 
list of 10 requests or commands, an observation was conducted during a free play time to 
assess generalization of behavior. It is noted that children's appropriate behavior was 
very high for all three groups (over 95% of the intervals observed) during the free play 
time both before and after training. Although the amount of time parents and children 
positively interacted with one another increased for all three groups - from 69 to 86% 
for Group 1, from 71% to 83% for Group 2, and from 74% to 85% for Group 3 ~ the 
changes were statistically significant only for Group 1. Parents in Group 1 also 
significantly increased their use of approving statements (from .2 to .5 per minute). 
Thus, generalization of parents' behavior occurred; parents increased the amount of time 
they positively interacted with their child. 
Parent ratings 
The following statistically significant results represent a decline in parent reports of 
problematic behaviors as a function of training: a) CBCL Total Score for Group 1 and 3 
(which decreased from a T score of 66.8 to 62.2 for Group 1 and from 69.7 to 66.3 for 
Group 3 ~ scores for Group 3 also resulted in a decline from 69.2 to 64,0 although this 
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difference was not statistically significant) b) HSQ Mean Number of Problems for all 
Groups (the reported number of problems decreased from 12.1 to 10 for Group 1, from 
13.2 to 9.9 for Group 2 , and from 10.6 to 9.0 for Group 3); c) HSQ Mean Severity of the 
Problems for Groups 1 and 3 (scores declined from a severity rating of 5.0 to 3.8 for 
Group 1 and from 4.5 to 3.3 for Group 3); d) CPRS Conduct Problems for Group 1 and 3 
(mean scores decreased from a T score of 75.3 to 65.3 for Group 1 and from 77.3 to 64.5 
for Group 3 ~ scores for Group 2 also decreased from 68.6 to 58.7 although this 
difference was not statistically significant): and e) CPRS Hyperactivity Index for Group 3 
(parent ratings decreased from a T score of 75.8 to 68.7). Furthermore, Parent 
Practices Total Scores for all groups changed in the direction of an increase in positive 
parenting practices. (Specifically, scores increased from 124.3 to 138 for Group 1, 
from 132.8 to 141.4 for Group 2, and from 128.1 to 142.8 for Group 3.) 
Teacher ratings 
The t tests revealed several significant changes in Teacher ratings for Group 2 for the 
TRF Total Score and the SSQ Mean Number of Problems. Both scores resulted in an 
increase in reported problematic behavior. It is noted, however, that scores obtained 
immediately after training and 7 weeks after training were not significantly different 
from baseline scores (scores 7 weeks before training). (See Table 4, the repeated ANOVA 
table for Group 2.) 
An Evaluation to Determine if Changes In Ratings 
Were a Function of the Parent Training Using ANOVA and ANCOVA 
Analyses of variance revealed that there were no significant differences among the 
groups at the initial assessment for parent or teacher ratings. The means, standard 
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deviations and results of the ANOVAs for the baseline measure for the three groups are 
presented in Table 2. Both parent and teacher ratings were variable within each treatment 
group. Variability within the groups was great enough that analysis of variance on 
dependent measures would most likely fail to reveal statistically significant effects. 
Parents' and teachers' initial ratings of the child's behavior problems at baseline was 
partialed out to reduce the error term; the initial baseline score was used as a covariate 
for each dependent variable. The simple one way Analysis of Covariance (ANCOVA) across 
groups was conducted to partial out the differences at baseline and to to determine if 
changes made were in the predicted direction. 
The means, standard deviations, and results of the ANCOVA for parent and teacher 
ratings, after Group 1 received training (and prior to training for Group 2 and 3), are 
presented in Table 9. Preplanned comparisons were conducted. In each case, it was 
hypothesized that severity of the problem would decrease after parents received training. 
Ratings for parents who had not received training were expected to remain unchanged. 
As hypothesized, ANCOVAS revealed that aN of the parent measures for Group 1 
significantly decreased whereas ratings for Group 2 and 3 did not change significantly; 
thus, the severity of problematic behaviors decreased for children whose parents had 
received training. 
ANCOVA results after Group 2 received training and 7 weei<s after Group 1 received 
training are presented in Table 10. As predicted. Parent ratings revealed that the severity 
of problems for Group 1 and 2 significantly decreased whereas the severity reported by 
parents in Group 3 did not significantly change for all variables except the CPRS 
Hyperactivity Index (which consequently followed the same trend and approached 
statistical significance, p=.07). 
Table 9. Means standard deviations and ANCOVA results for predicted contrasts (Group 1 scores are 
significantly lower than Group 2 and 3 scores) after Group 1 received training 
Group 1 GrouD 2 Group 3 
Measures M SD M SD M SD F 
PARENT RATING SCALES (n=12) (n=9) (n=10) 
CBCL 62.2 10.8 69.2 6.2 71.0 6.7 6.65* 
hfiQ 
Number of problems 10.0 2.8 13.2 1.9 10.4 2.5 11.13** 
Mean severity 3.8 1.4 4.1 1.8 4.4 1.3 4.44* 
CPRS 
Conduct problems 65.3 16.4 68.6 21.8 70.5 11.8 7.31** 
Hyperactivity Index 70.2 15.3 79.7 8.7 77.7 12.0 6.06* 
Parent Practices Scale Total Score 138.0 10.6 132.8 13.0 128.8 18.2 12.46** 
TEACHER RATING SCALES (n=9) (n=6) (n=10) 
TRF Total Score 62.7 7.1 55.5 7.4 
Number of problems 6.1 3.3 4.5 3.3 5.7 2.7 9.17** 
Mean severity 3.6 1.1 2.7 1.7 3.5 2.4 2.05 
CTRS 
Conduct problems 65.0 10.7 55.5 12.4 59.9 17.1 3.08 
Hyperactivity Index 68.2 14.2 55.3 10.3 61.4 16.1 2.73 
*p<.05. **p<.01. *"p<.001 
Table 10. Means standard deviations and ANCOVA results for predicted contrasts (Group 1 and 2 scores 
are significantly lower than Group 3 Scores) after Group 1 and 2 received training, 
(immediately after Group 2 received training, and 7 weeks after Group 1 received training) 
Measures 
GrouD 1 
M SD 
GrouD 2 
M SD 
GrouD 3 
M SD F 
PARENT RATING SCALES (n= =12) (n= =9) (n: =10) 
CBCL 59.1 11.6 64.0 9.4 69.7 7.9 8.62** 
i-Ba 
Number of problems 9.1 3.5 9.9 3.9 10.6 3.0 4.15* 
Mean severity 3.2 1.6 3.8 1.5 4.5 1.3 8.74** 
CPRS 
Conduct problems 63.1 14.5 58.7 20.7 77.3 10.9 16.50*** 
Hyperactivity Index 67.7 14.9 70.4 12.6 75.8 12.9 3.46 
Parent Practices Scale 139.8 17.4 141.4 8.9 128.1 19.1 8.45** 
TEACHER RATING SCALES (n= 9) (n= =6) (n= 10) 
TRF Total Score 59.8 7.4 62.0 11.0 
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Number of problems 6.1 3.5 7.7 4.1 5.9 3.6 3.44 
Mean severity 4.0 2.1 3.8 .9 2.7 1.9 4.61* 
CTRS 
Conduct problems 64.4 19.0 58.5 16.6 57.6 14.4 5.45* 
Hyperactivity Index 65.0 9.1 61.8 9.2 61.9 14.1 2.57 
*p<.05. **p<.01. ***p<.001 
Table 11. Means, standard deviations, and ANOVA results after all groups received training 
Group 1 GrouD 2 GrouD 3 
Measures M SD M SD M SD F 
PARENT RATING SCALES (n= =12) (n= :9) (n= 10) 
CBCL 58.4 12.1 64.2 9.1 66.3 9.4 1.69 
H33 
Number of problems 8.6 3.8 11.1 4.7 9.0 3.0 1.20 
Mean severity 3.3 1.7 3.8 1.3 3.3 1.3 0.40 
CPRS 
Conduct problems 63.2 16.8 58.2 16.2 64.5 9.2 0.48 
Hyperactivity Index 69.3 12.1 67.8 8.9 68.7 15.4 0.03 
Parent Practices Scale 143.7 13.6 140.2 10.5 142.8 14.8 0.18 
TEACHER RATING SCALES (n= 9) (n= =6) (n= :10) 
TRF Total Score 62.0 7.9 58.3 13.0 61.2 13.0 0.23 
SSQ 
Number of problems 5.4 2.9 5.7 4.0 5.2 3.4 0.04 
Mean severity 3.9 2.1 3.0 1.7 3.0 1.9 0.72 
cms 
Conduct problems 63.7 18.5 56.5 14.5 60.0 17.2 0.32 
Hyperactivity Index 62.2 9.7 57.2 12.7 59.4 12.5 0.37 
*p<.05. "p<.01. *"p<.001 
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The means, standard deviations, and results of the ANOVA for parent and teacher ratings 
after all groups received training are presented in Table 11. Analyses of variance were 
performed rather than ANCOVA because it was expected that there would be no significant 
differences among Groups. As expected, there were no significant differences on any of the 
variables. 
Analyses for Combined Groups Before and After Training (t tests) 
Analyses of variance at baseline demonstrated that there were no significant 
differences among groups (see Table 2). In addition, repeated measures analyses of 
variance conducted separately for each group (see Tables 3, 4, and 5) revealed that scores 
did not improve significantly until after training occurred. (There was one exception for 
Group 2, which resulted in a statistically significant but not meaningfully significant 
decrease.) Furthermore, pre-planned comparisons using simple one way analyses of 
covariance and simple one way analyses of variance across groups (see Tables 9, 10, and 
11) indicated that changes were a function of parent training. Because of these results, 
additional pre-post statistical analyses (t tests) were conducted for the entire sample 
(i.e.. Groups 1, 2, and 3 were combined; see Table 12). 
Observations of parents and chiidren 
The means, standard deviations and the t tests resulting from the observations of the 
parent and child for the entire sample are presented in Table 12. Observations 
immediately before and after training demonstrated that children's behavior changed and 
parents' interaction with their child changed. Children were significantly more compliant 
to their parents the first time a request was given. Children's compliance increased from 
63% to 83% (p<.001). Parents significantly reduced their frequency of repeating 
Table 12. Combined Groups 1, 2 and 3 means, standard deviations, statistical test results, 
and effect size comparing dependent means before and after training 
Before Training After Training Effect 
Measures M SD M SD t Size 
PARENT RATING SCALES (n=31) 
CBCL 68 .4  7.2 64 .0  9.8 4.20"* .74 
naa 
Number of problems 11 .9  2.5 9.6 3.1 5.59*** .98  
Mean severity 4.6 1.4 3.6 1.4 3.38** .59  
CPRS 
Conduct problems 74 .0  16 .7  63 .1  15 .7  4.99*** .87  
Hyperactivity Index 77 .8  10 .6  69 .8  14 .2  3.87*** .68  
Parent Practices Scale 128.0 15.4 140.5 11.5 4.77*** .84  
COMPLIANCE OBSERVATION (n=31) 
Commands per minute 1.5 .6 1.2 .5 2.87** .50  
Repeat commands .3 .2 .1 .1 5.06*** .89  
Approvals per minute .3 .3 .5 .4 -4.29*** -.75 
% Compliance to commands 62 .9  21.6 83.1 16.9 -5.96*** -1.04 
% Child negative behavior 19 .0  17 .2  12 .8  19 .1  1.56 .27 
PLAY OBSERVATION (n=31) 
% Appropriate child behavior 98 .1  4.2 97 .4  7.3 0.51 .09  
% Parent/child interaction 71.4 28.3 85.0 20.5 -2.75** -.48 
Parent approvals per minute .2 .3 .4 .3 -3.30** -.58 
TEACHER RATING SCALES (n=25) 
TRF Total Score 60 .8  9.3 61 .4  9.6 -0 .72  -.14 
S0Q 
Number of problems 5.4 3.4 6.1 3.5 -1 .65  -.32 
Mean severity 2.9 1.8 3.4 1.4 -1 .99  -.39 
cms 
Conduct problems 58 .9  16 .2  61 .4  17 .4  -1  .44  -.28 
Hyperactivity Index 61 .0  11 .7  62 .1  11.0 -0.83 -.16 
*p<.05. **p<.01. ***p<.001 
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commands to obtain compliance (from .3 commands per initial command to .1 commands 
per initial command; p<.0 1). Parents also increased their mean verbal and nonverbal 
approvals (from .3 per minute to .5 per minute p<.001). (See Table 12.) 
In addition to these changes, when parents made requests of their child, the 
interactions between the parent and child changed during free play time. Parents and 
children interacted more (from 71% of the intervals observed to 85% of the intervals 
observed: p<.01) and parents doubled the number of approvals provided to their child 
(from .2 approvals per minute to .4 approvals per minute; p<.01). Although the child's 
appropriate play behavior was high before and after training ~ more than 97% of the 
intervals observed - parents attended to and praised their child significantly more. 
Parent ratings of children's behavior 
The means, standard deviations and the t tests for the entire sample are presented in 
Table 12. The t tests (comparing parent rating scores and observations immediately 
before and after training) revealed statistically significant changes in the children's 
behavior on the following measures: a) HSQ Mean Number of Problems (from 11.9 to 9.6 
problematic situations identified; p<.001); b) HSQ Mean Severity of the Problems (from a 
severity of 4.6 to 3.6 where 1=mild and 9=severe; p<.01): c) CPRS Conduct Problems 
(from a T score of 74 [99th percentile] to 63 [90th percentile] p<.001); d) CPRS 
Hyperactivity Index (from a T score of 78 [99.7th percentile] to 69 [97th percentile]); 
and e) CBCL Total Score (from a T score of 68 [96th percentile to 64 [92nd percentile]; 
p<.001). In summary, parents identified fewer settings as problematic. Also, there was a 
decrease in severity of the situations that were problematic. In addition, parents' ratings 
of their child revealed a decline in their child's conduct problems, hyperactive and 
impulsive behavior, as well as their overall problematic behavior. 
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Parents ratings of their cliild management 
The means, standard deviations and the t tests for the entire sample are presented in 
Table 12. The Parent Practices Scale (PPS) consists of 34 Likert Scale items. This self-
report measure provides an indication of how parents manage their child on a day-to-day 
basis. A higher total score is indicative of more positive parenting practices. Analyses 
revealed that, after training, parent's ratings were significantly more positive (p<.001). 
For example, parents: a) praised their child more frequently on a daily basis, b) used a 
higher proportion of positive to negative statements; and c) decreased the frequency of 
speaking to their child in a very loud, irritated, or angry voice. Overall, parents' ratings 
revealed that they: a) decreased their negative interactions with their child; b) decreased 
their use of negative reinforcement or punishment; c) increased their positive 
interactions with their children; and d) and increased their use of positive reinforcement. 
Teachers' ratings of chlidren's behavior 
Teacher's ratings on the: a) SSQ Mean Number of Problem Settings and SSQ Mean 
Severity of the Problems; b) CTRS Hyperactivity Index and CTRS Conduct Problems Scale; 
and c) TRF Total Score revealed no significant changes in behavior problems as a result of 
parent training. The means, standard deviations and the t test for the entire sample are 
presented in Table 12. In summary, parent training did not result in changes in children's 
behavior in a setting in which parents were not present, but were evident only when adults 
in the children's environment systematically changed their practices and management. 
Effect size 
In addition to the matched sample t tests, an effect size was calculated for each of the 
dependent variables for the combined group sample. Three of the parent rating scales 
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resulted in a large effect size (based on Cohen's determination that an effect size of .2 is 
small, .5 is medium and .8 is large) including: a) the HSQ Number of Problematic 
Settings: b) CPRS Conduct Problems; and c) Parent Practices Scale. All of the other 
parent rating scales revealed a medium effect size including the: a) HSQ Mean Severity of 
the Problems; b) CPRS Hyperactivity Index; and c) CBCL Total Score. 
The effect sizes resulting from the observations of the parent-child interaction were 
large for a) children's compliance to initial commands (which increased form 63% to 
83%) and b) for parents' use of repeating commands. There was a medium effect size for: 
a) parents' approvals per minute during the compliance observation; b) parent's 
approvals per minute during the playtime; and c) parents number of commands given per 
minute, in addition, the amount of parent/child interaction during the play observation 
was almost a medium effect size (effect size = .48). There was a small effect size for the 
percentage of time children were observed to display negative behavior during the 
compliance observation. In summary, all of the effect sizes based on the observation and 
parent rating scales revealed that the child's behavior improved. 
None of the teacher rating scales resulted in a medium or large effect size. There was a 
small effect size for the a) SSQ Mean Number of Problems; b) SSQ Mean Severity of the 
Problems, and c) CTRS Conduct Problems. Interestingly, the changes revealed an increase 
in the problems for each of these measures. 
Parents' Assessment of the Parent Training 
At the conclusion of the 7 week training, parents in each group completed an 
evaluation form. Parent's mean responses for each of the questions are presented in Table 
13. Parents were asked about the extent to which they used the strategies taught in the 
workshop. Parents in Group 1 reported a high level of commitment (M=1.4; SD=.5). All 
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Table 13. Parents self assessment of their level of commitment, feelings about the 
group dynamics, and level of stress 
Group 1 QrPUP 2 Group 3 
Questions M SD M SD M SD 
Level of Commitment ^ 1.4 .5 2.0 .5 2.3 1.0 
Feelings About Group Dynamics'^ 
1 felt like 1 gained something from the 
other parents. 
4.5 .9 4.6 .5 4.2 .7 
1 don't feel as alone (as 1 did before the 
workshop) with my problems anymore. 
4.6 .8 4.1 1.4 4.1 1.2 
1 felt like the other parents understood me. 4.3 1.2 4.6 .7 4.4 .7 
1 felt comfortable talking in the group. 4.2 1.0 4.0 1.3 4.6 .7 
1 thought the leaders understood my 
concerns with my child. 
4.9 .3 4.7 .7 4.6 .7 
1 enjoyed being in the group. 4.8 .6 4.6 .7 4.6 .5 
1 felt that the other parents had similar 
concerns as 1 did. 
4.8 .6 4.8 .4 4.6 .7 
Reported Level of Stress^ 53.6 25.2 69.2 19.8 57.8 25.3 
^The rating scale for the question "To what extent did you use the strategies taught in 
the workshop?" ranged from 1 to 6 with 1=Extremely committed. I tried half of the steps 
or all but one. I plan to continue to use the strategies: 2=Very committed. I tried the 
majority of the steps and I plan to continue to use some of them; 3=Committed. I tried half 
of the steps; 4=Partly committed. I was interested but I didn't try the steps; however, I 
plan to try them sometime; 5=Not very committed. I am thinking about trying one or 
more of the steps, but I haven't yet; 6=Not at all committed. I thought it was a waste of 
time. 
tiThe rating scale for the questions regarding parents feelings about being in the group 
ranged from 1 to 5 where 1=Not at all true for me, 2=Not very true for me, 3=Somewhat 
true, 4=Mostly true and S=Very true. 
^Parents were asked to indicate their level of stress in their life during the duration of 
the 7 week workshop on a scale of 1 to 100 where 1=no stress and 100 =an extremely 
high level of stress. 
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respondents indicated they were extremely or very committed. Parents in Group 2 
reported slightly less commitment (M=2.0: SD=.5) whereas parents in Group 3 reported 
the least level of commitment (M=2.3; SD=1.0). It is noted that training for parents in 
Group 3 coincided with the conclusion of the school year. Parents in Group 3 indicated that 
their children's participation in spring related activities (i.e. baseball and soccer) made it 
more difficult for them to follow through with assignments. 
In addition to self assessing their level of commitment, parents were asked to indicate 
how they felt about being in the group. Parents' mean responses in all groups (signifying 
that the statements were "mostly true" to "very true" for them) indicated that they: 
a) gained something from the other parents; b) didn't feel as alone with their problems; 
c) felt like other parents understood them; d) felt comfortable talking in the group; 
e) thought the leaders understood their concerns; f) enjoyed being in the group; and 
g) felt that other parents had similar concerns. (See Table 13.) Parents were also asked 
to indicate their level of stress during the 7 weeks in which they participated in the 
workshop. Parents in Group 1 reported the least amount of stress whereas parents in 
Group 2 reported the highest level of stress. (See Table 13.) 
In addition to completing an evaluation of the parent training in a quantitative format, 
parents were asked to anonymously reply to several open ended questions. In response to 
the question, "Was the information and material presented in the session relevant to you as 
a parent?" parents responded: "Yes, it gave us many new ideas on how to deal with our son, 
especially in different situations"; "Very relevant, plan to use the steps all the time"; "I 
liked the step system in which the program was taught - gave us good directions to follow 
and examples"; "Yes ~ related directly to our child. Gave methods for dealing with 
problems": "Very relevant. We were able to apply the techniques and received positive 
responses" ; " It gave us very specific things to do and not generalizations": "Our quality 
of life has improved 1000%." 
In response to the question, "Do you feel your child was positively affected by the 
changes you made within your home as a result of the workshop? If so, how?" parents 
replied: "Yes, his attitude in general is better, his behavior has greatly improved. He is a 
much happier child now "; "Yes, due to positive feedback (rather than negative like in the 
past) his self-esteem is higher and he is a more pleasant child"; "Yes, although negative 
behavior remains, frequency and level have decreased": "Yes, she is a happier child 
because she is not in trouble as much. We enjoy her more"; "Yes, difficult behaviors have 
decreased. Special time has made family life more enjoyable for ail"; "Yes -- We have 
implemented many of the ideas presented in the workshop with our child and behavior has 
improved": "Yes, our child has improved in her behavior and attitude. Our home is a 
much happier place"; "Yes,-my friends have been remarking that he is as different as 
night and day regarding behavior and calmness": "It's much more peaceful now that we 
make the effort to praise instead of constantly criticize. He's much happier and proud that 
we note the positive things he does"; "Yes, he has gotten more consistent parenting (i.e. 
consistency in rules). . . You may have kept one child out of jail (in later years) or 2 
parents from pulling out their hair." 
In answering the question, "Were you able to gain from being involved with other 
parents experiencing similar problems?" parents reported: "Yes, learning and 
understanding with others help you to realize that you are not on an island by yourself": 
"Yes, it gave us support -- knowing that there were others who face the same difficulties"; 
"[I] really liked the group discussion realizing others have problems too"; "We felt that 
we weren't alone. We also feel thankful that our problems are minimal compared to 
others"; "Yes, I did feel better -- there was a lot of support." 
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When parents were asked, " What part of the workshop was most helpful to you?" The 
most popular response (with n=6 or 9% of the parents reporting) was that "all of it" was 
helpful. When specific techniques were listed, parents listed at least two techniques with 
one exception (i.e. the parent felt the token system was most beneficial). A total of five 
parents (16%) commented (for each response listed): a)the token economy was most 
helpful; b) time-out was most beneficial: c) the interaction with other parents was 
beneficial: d) the positive reinforcement and special play time were most helpful: and 
e) the hand-outs and step-by-step sequence were helpful. 
Finally, when asked, "What recommendations would you make to change the workshop 
so it is more effective?" 81% (n=25 ) of the parents replied that they would not change 
anything. One parent recommended "providing a segment in better understanding how to 
more effectively work with the school system." Another parent recommended that the 
training be longer to allow more time on each step. Only one parent suggested that the 
training be broken down by age groups of children, and one parent suggested utilizing 
"small group discussions among parents to get some parents to open up more." 
Overall, as above responses indicate, parents' qualitative evaluation of the 7 week 
parent training program was overwhelmingly positive. 
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CHAPTER 5. DISCUSSION 
Changes In Parents' and Children's Behavior 
In the present study, parents of 31 preschool and elementary age children with ADHD 
participated in a large group parent training program for 7 weeks. A multiple baseline 
design was used whereby parents in Group 1 received training initially; training for 
Groups 2 and 3 occurred 7 and 14 consecutive weeks after training for Group 1 began. 
Parents and teachers completed a multitude of measures numerous times and an 
observation was conducted immediately before and after each parent received training. 
Barkley's (1987) Defiant Children. A Clinician's Manual to Parent Training was used as a 
model for conducting the parent training groups. 
Overall, the following conclusions are supported by the results of this study. First, 
parent training resulted in changes in children's behavior in the home setting (including 
increased compliance, decreased conduct problems, decreased number of problematic 
settings and severity of problems, decreased hyperactive behavior, and decreased 
problematic behavior in general). Second, parent training resulted in significant changes 
in the parents' behavior (including an increase in use of approving statements, decrease in 
need to repeat commands to obtain compliance, and changes in their general parental 
practices). Third, parent training did not result in significant changes in the children's 
behavior in the school setting. Finally, parent training resulted in changes in parents' and 
children's behavior that were a function of parent training and were maintained over time. 
Implications for Group Format 
This study adds to the literature in that it reveals that parent training: a) is effective 
when parents are trained solely in a large group format with a wide age range in each 
group; b) is beneficial for treating behaviors in addition to noncompliance (such as 
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hyperactive behavior): c) is efficacious for children who have a lower level of compliance 
initially: d) is beneficial for children ages 3 to 11; and e) is effective in further reducing 
behavior problems for a group of children, the majority of whom (n=19 or 61%) were 
on medication. 
Generalization to Non-targeted Behaviors 
Previous research by Pisterman et al. (1989) evaluating Barkley's parent training 
program failed to find generalization to non-targeted child behaviors. In contrast, this 
study demonstrated significant generalization to non-targeted behaviors. Specifically, 
there were reductions in children's a) conduct problems (measured by the CPRS Conduct 
Problems scale for the combined group which decreased from a T score 74.0 to 63.1): 
b) hyperactivity (as measured by the CPRS Hyperactivity Index which decreased from a T 
score of 77.8 to 69.8 for the combined group); c) general behavioral problems (as 
measured by the CBCL which decreased from 68.4 to 64.0): d) mean number of 
problematic settings (as measured by the HSQ which decreased from 11.9 to 9.6 settings) 
and e) mean severity of problems (measured by the HSQ). Differences found in 
generalization of treatment effects in the present study may have differed from the study 
by Pisterman et al. (1989) due to a) a different population examined (including children 
from preschool to fifth grade in the present study compared to Pisterman's evaluation of 
preschool children onl^: and b) a more comprehensive assessment based on parent rating 
forms (including the HSQ, PPS, CBCL and Conners rating from in the present study 
compared to Pisterman and colleagues use of only the Conners rating form). The purpose 
of the study by Pisterman et al. was to "evaluate the efficacy of a group parent training 
program aimed at improving compliance of ADDH preschoolers" (p. 628). 
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In addition to assessing compliance, they assessed generalization of treatment effects to 
nontargeted child behaviors including a) measures of frequency of inappropriate 
behaviors, b) mean time on tasi< during a 10 minute parent-supervised design activity and 
c) parents' ratings on the Conners Hyperkinesis Index scores. All assessments were based 
on behavioral observations and Conners parent questionnaires obtained before treatment, 
after treatment, and at a 3-month follow-up assessment. 
Pisterman et al. (1989) reported, "The failure to assess setting generalization from 
clinic to home is a major limitation of the present study. Parent homework assignments 
indicated improvements in the home setting. However, more rigorous assessment of 
setting generality is needed to confirm these data" (p. 634). In this study, the Parent 
Practices Scale (PPS) was used to determine generalization of treatment effects in the 
home setting. This measure was selected because a) it is designed to determine the extent 
to which parents practice techniques taught in parent training programs such as 
Barkley's: b) it provides more information on behavior management procedures used over 
a longer period of time than observation or parent interview do; and c) it is an 
unobtrusive measure. Ail groups demonstrated significant changes on this measure. 
Furthermore, changes were maintained at the follow-up assessments. A limitation of this 
measure is that it is a self report measure. 
Generalization of Results to Other Children with ADHD 
It is hypothesized that the results of this study are generalizable to the majority of 
parents who have a young child with ADHD. Parents of children ages 3 to 11 participated 
in this study with a median age of 7. Eighty-seven percent of the sample (n=27) were 
male and 13% (n=4) were female. The majority of the children (61% or n=19) were on 
medication for their hyperactivity throughout the duration of the study. 
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A diverse group of parents in regard to their education level and household income 
participated in the group parent training. The median education level for both Mothers and 
Fathers was some college but less than a two year college degree. The education level for 
both Mothers and Fathers ranged from less than a high school degree to a doctoral degree. 
The median household income was between $35,000 and $45,000. Participants' 
household income ranged from a low of $15,000-$25,000 to a high of above $75,000. 
Need for Ongoing Parent Training Groups 
It is emphasized that, although children made statistically significant changes in their 
behavior and parents made significant changes in their parenting practices, the children's 
behavior problems were still significantly elevated in comparison to the overall 
population. The children's behavior problems dissipated but certainly did not disappear. 
There is no cure for ADHD - the 7 week training program using Barkley' manual helped 
to create a "better fit" between the children's problems and their environment and began to 
alter the negative cyclical interaction between parents and children to a more positive, 
encouraging, and rewarding environment for both the child and the parent; it did not 
alleviate all of the problems. During one of the training sessions, one parent stated in all 
sincerity, 'You know, I am actually starting to like my child again." Numerous parents 
stated that they wished they could reconvene after some time to keep them motivated to 
continue working with their new management techniques, to share their successes, and to 
deal with current behavioral concerns. One of the parents in the group had gone through 
the entire program the year before and noted that since their child was now a year older 
they had an entirely new set of challenges to face. It is recommended that parent training 
be ongoing rather than a one time phenomenon. 
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Limitations of Present Study 
Parent ratings were used to determine the severity of the children's problems and to 
ascertain if the severity of the problems changed in the home setting. In addition, self 
report measures were used to determine if parenting practices changed. To minimize the 
possible problems inherent with reliance on self report measures, several precautions 
were taken. First, the rating scales selected and the cut-off scores used to determine if 
children had ADHD are well accepted and frequently used. Second, to provide an unbiased 
indication of the child's behavior and parent/child interaction, an observation of the child 
and parent was conducted immediately before and after each parent received training. 
Third, the changes over time were examined for parent ratings and the observation. If the 
observations were inconsistent with parent ratings (which was not the case) then it would 
have cast a greater shadow on the parent ratings. The results of the parent ratings were, 
in fact, consistent with the observations which provide reassurance and reduce the 
reliance on self report measures. 
There were numerous limitations in regards to the observation facility. There was a 
one way mirror with an adjoining observation room. When the parent or child was turned 
away from the observer, it was difficult to observe facial expressions, and in some cases to 
hear them accurately. There were several holes in the wall between the room where the 
child played and the observation room with no additional amplification of sound. When the 
furnace or air-conditioner went on, the sound became even more muffled. Although the 
interobserver agreement was more than adequate, a higher reliability may have been 
attained if the facilities for observation were more suited to the study. 
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Limitations of Barldey's Program 
A significant limitation of Barkley's program is that it does not address school issues. 
Parents in all 3 groups expressed frustration and concern about their child's progress and 
behavior in the school setting. Parents indicated that they frequently heard negative 
remarks or received negative notes or phone calls from teachers, but they rarely received 
positive comments about their child. In addition, many parents reported that their child 
routinely brought home homework that should have been completed during the school day. 
Recommendations to Improve Bari<ley's Program 
IHome-sciiooi notes 
It is recommended that an additional session be added to Barkley's parent training 
sequence. Specifically, it is suggested that one of the sessions be devoted to helping parents 
develop a home-school note. A step-by-step plan for developing a home-school contract 
could be explained and given to parents. Children could earn points for meeting target 
behavior goals at school that could be exchanged for incentives and reinforcers at home. 
This type of contract has proven to be beneficial for children with ADHD (Barkley, 1990). 
A home-school note has numerous advantages over other programs; a) It increases 
communication between parents and teachers; b) It can alter the communication pattern so 
that positive comments are exchanged rather than negative ones; c) It focuses on what the 
child did right rather than what the child did wrong; d) It is cost effective for teachers 
because it takes a relatively short amount of time; e) It allows stronger reinforcers to be 
used (at home) than can be used at school (a particular advantage for older children); and 
f) It provides a means by which parents can work with teachers in succeeding years in 
developing similar interventions. It would be advantageous if the child, parent, teacher 
and school psychologist could develop the contract together. 
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Teacher training sessions 
Several group educational sessions for teachers are also recommended: a) to further 
educate teachers about the implications and misconceptions concerning ADHD; b) to 
provide teachers with practical suggestions and interventions that are feasible to 
implement in a classroom (such as the home-school contract, general classroom 
modifications, and token economies): and c) to encourage teachers to work and collaborate 
with parents to create a home school partnership. 
Directions for Future Researcli 
Fiore et al. (1993) report, "The issue of home and school to improve outcomes for 
children with ADD has not been studied directly. The literature contains no empirical 
studies of strategies or programs designed specifically to implement or promote home-
school collaboration" (p. 168). Fiore et al. (1993) suggest that two strategies with 
implications for home-school collaboration can be identified from the literature based on 
work with children with ADD in clinic settings. These include: a) behavior therapy studies 
which have incorporated a parent collaboration component generally in the form of having 
parents provide rewards for positive behavior at school; and b) parent training and using 
parents to provide treatment. "The literature contains many examples of parent training 
programs typically instructing parents in behavioral strategies. . . . Significantly, none of 
the studies .. . involved school personnel. Instead these studies reported on the efforts of 
clinic-based psychologists and physicians, and thus tested a component of clinic-home 
collaboration. Nonetheless, these studies are suggestive of the potential of similar home-
school collaboration" (Fiore et al., 1993, p. 168). 
Future research could focus on combining group parent training programs (with at 
least one session devoted to developing a home-school note) with several group teacher 
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training sessions. It is hypothesized that if parents receive training to manage their 
child's behavior in the home setting, then, when given proper assistance, parents will be 
more apt to work with teachers regarding their child's behavior in the school setting. It is 
believed that if parents have training and feel that they have some control of their child's 
behavior at home, then they will be in a better position to a) understand what that their 
child's ADHD behavior can be modified using behavioral management: b) work with the 
teachers by developing an appropriate plan, such as a home-school note; and c) follow 
through with a plan that is developed. 
School Psychologists' Role -- An Increase in Service Delivery 
If school psychologists offered parent training programs on a routine basis, many more 
families would be served; however, it is highly unlikely that practitioners would have the 
time to work individually with parents (due to the psychologist to child ratio). A group 
training format is thus necessary. 
Berkley's manual is a protocol-based parent training program developed specifically 
for parents of children with ADHD as well as other noncompliant children. The format 
makes it an ideal model for school psychologists, clinicians, and others to implement. 
School psychologists are in a unique position and can play an important role in creating a 
home-school partnership by advocating for, and implementing, numerous treatments for 
the child with ADHD. If practitioners facilitate parents and educators' understanding of 
ADHD, and provide methods with which parents and teachers can intervene, the needs of the 
child and family will be better met. School psychologists, clinicians, and educators need to 
advocate for the availability of quality intervention services for parents, teachers, and 
children, both at home and in the classroom, to best meet children's needs. 
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APPENDIX A. 
GROUP PARENT TRAINING 
3 Training 
• 
2 Training 
• 
1 Training 
—1—1—1—1—1—1—1—1—1—1—1—f—1—r-i—1 •! 1 r 1' 1 
EEKS 
At Baseline, Week 7, 14, and 21 
Parents completed the: a) Child Behavior Checklist (CBCL) 
b) Conners' Parent Rating Scale (CPRS) 
c) Home Situations Questionnaire (HSQ) 
d) Parent Practices Scale (PPS) 
Teachers completed the: a) Conners' Teacher Rating Scale (CTRS) 
b) School Situations Questionnaire (SSQ) 
In addition: 
At Baseline (week 0) 
Parents completed a demographic form and the Beck Depression Inventory 
Teachers completed the Teacher Report Form (TRF) 
Immediately Before and After Training Occurred 
An Observation was conducted of the parent-child interactions using 
compliance tasks 
Teachers completed the TRF 
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APPENDIX B. 
Behavior Concerns & Background Information 
ID # 
Check the most appropriate response for each question or statement. This 
survey should not take more than 15 minutes to complete. The following 
questions refer to your child (the child for whom you will fill out subsequent 
questionnaires). Please write NA on the blank if the item does not apply to you. 
1. How old is your child? Birthday 
2. What grade is your child in school? 
1. Headstart 
2. Preschool 
3. Kindergarten 
4. Transitional Kindergarten 
5. First grade 
6. Second grade 
7. Third grade 
8. Fourth grade 
9. Other(please specify) 
3. Has your child ever repeated a grade? If yes, please indicate which grade he or she 
repeated. 
1. Yes My child repeated grade 
2. No 
4. To what extent are you concerned with each of the following? Please rank each item 
based on the the 6 point scale provided by writing the- number in the blank provided, (i.e. 
if you are somewhat concerned about noncompliance place a 3 in the blank, if you are very 
concerned, place a 6 in the blank). 
i 2 3 4 § 6 
Not Some Moderate Very 
Concerned Concern Concern Concerned 
1. Noncompliance (not following rules or not doing what is asked within a 
short time) 
2. Academic difficulties 
3. Overactivity 
4. Impulsive behaviors 
5. Distractibility 
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5. What strategies have been implemented to address these problems? (Check only those 
which have been successful.) 
1. Verbal reprimands 
2. Time out (isolation) 
3. Removal of privileges 
4. Physical punishment 
5. Giving in to child's wishes and demands 
6. Avoidance of child 
6. On the average, what percentage of time does your child comply with initial commands 
(after they are given only once)? 
1. 0-20% 
2. 21-40% 
3. 41-60% 
4. 61-80% 
5. 81-100% 
7. On the average, what percent of the time does your child eventually comply with 
commands? 
1. 0-20% 
2. 21-40% 
3. 41-60% 
4. 61-80% 
5. 81-100% 
8. To what extent are you and your spouse consistent with respect to disciplinary 
strategies? Please rank your consistency based on the 6 point scale provided by writing 
the number in the blank. If you are a single parent please write NA in blank. 
1 2 3 4 5 6 
Never Somewhat Mostly Always 
Consistent Consistent Consistent Consistent 
Rank order of consistency 
9. Have any of the following events occurred during the last 12 months? 
1. Parents divorced or separated 
2. Family accident or illness 
3. Death in the family 
4. Parent changed job 
5. Family moved 
6. Family financial problems 
7. Other 
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10. Which of the following are considered to be a significant problem at the present time? 
(Consider a problem to be significant only if it occurs more frequently than it does for 
most other kids at the same age.) 
1. Fidgets 
2. Difficulty remaining seated 
3. Easily distracted 
4. Difficulty awaiting turn 
5. Often blurts out answers to questions before they have been completed 
6. Difficulty following instructions 
7. Difficulty sustaining attention 
8. Shifts from one activity to another 
9. Difficulty playing quietly 
10. Often talks excessively 
1 1 .  O f t e n  i n t e r r u p t s  o r  i n t r u d e s  o n  o t h e r s  
12. Often does not listen 
13. Often loses things 
14. Often engages in physical dangerous situations 
1 1 .  O n  t h e  a v e r a g e ,  w h a t  a g e  d i d  t h e  a b o v e  p r o b l e m s  b e g i n ?  ( S p e c i f y  e x a c t  a g e  b y  m o t h s  
[e.g. 3 years 2 mo]): 
1 2 .  W h i c h  o f  t h e  f o l l o w i n g  a r e  c o n s i d e r e d  t o  b e  a  s i g n i f i c a n t  p r o b l e m  a t  t h e  p r e s e n t  t i m e ?  
(Consider a problem to be significant only if it occurs more frequently than it does for 
most other kids at the same age ) 
1. Often loses temper 
2. Often argues with adults 
3. Often actively defies or refuses adult requests or rules 
4. Often deliberately does things that annoy other people 
5. Often blames others for own mistake 
6. Is often touchy or easily annoyed by others 
7. Is often angry or resentful 
8. Is often spiteful or vindictive (cruel and unmerciful) 
9. Often swears or uses obscene language 
10. None of these behaviors are of significant concern. 
13. On the average, when did the the above problems begin? (Specify exact age e. g. 5 years 
2 months) 
1  0 0  
14. Which of the following are considered to be a significant problem at the present time? 
1. Stolen without confrontation 
2. Run away from home overnight at least twice 
3. Lies often 
4. Deliberate fire-setting 
5. Often truant 
6. Breaking and entering 
7. Destroyed other's property 
8. Cruel to animals 
9. Forced someone into sexual activity 
10. Used a weapon to fight 
1 1 .  S t o l e n  w i t h  c o n f r o n t a t i o n  
12. Physically cruel to people. 
13. My child has not exhibited any of these behaviors. 
15. On the average, at what age did these problems begin? (Specify exact age): 
This questionnaire is an adaptation of Russel Barkley's Clinical Interview Form. 
r-
1 0 1  
Part II. Background Information 
The information provided will be strictly anonymous and will never be connected with your name 
in any way by the researcher. 
16. Who completed this questionnaire? 
1. Mother 
2. Father 
3. Mother & Father 
17. Please indicate your current marital status and number of parents in household. 
1. Married 
2. Divorced 
3. Separated 
4. Single (never married) 
5. Widowed 
1. Single parent household 
2. Two parent household 
18. Indicate the highest level of education for each parent (check only one for each parent). 
Mother Father 
1. Less than high school graduate 
2. High school graduate 
3. Vocational or trade school 
4. Some college 
5. Two-year college degree (associates) 
6. Four-year college degree (bachelors) 
7. Master's degree or equivalent 
8. Doctoral degree or equivalent 
19. Please check the most nearly representation total household income per year (only one). 
1. Less than $15,000 
2. $15,000 - $24,999 
3. $25,000 - $34,999 
4. $35,000 - $44,999 
5. $45,000 - $54,999 
6. $55,000 - $64,999 
7. $65,000 - $74,999 
8. $75,000 + 
Indicate the current job of each parent: Mother 
Father 
20. Indicate the number of children you have. 
2 1 .  I n d i c a t e  t h e  a g e s  o f  y o u r  c h i l d r e n .  
Thank you very much for completing this questionnaire. 
